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70. 


e  are  pleased  to  present  you  with  this 
first  edition  of  the  Rural  Health  Dictionary  of  Terms, 
Acronyms  and  Organizations,  a  joint  effort  between 
the  federal  Office  of  Rural  Health  Policy  and  the 
National  Rural  Health  Association.This  new  publica- 
tion brings  together  a  comprehensive  collection  of 
terms,  acronyms  and  organizations  that  are  either 
unique  to  the  rural  health  care  field  or  that  include  a 
considerable  interest  or  applicability  to  rural  health 
care. 

Rural  health  issues  continue  to  attract  significant 
attention  at  the  federal,  state  and  local  levels,  as  well 
as  from  a  wide  range  of  public  and  private  sector 
organizations  that  have  become  involved  in  rural 
health  issues.  It  is  our  hope  that  this  dictionary  will 
help  create  a  better  understanding  of  these  issues 
through  defining  terms,  acronymns  and  organiza- 
tions that  are  involved  in  or  related  to  the  greater 
understanding  of  these  issues.  This  dictionary,  along 
with  the  jointly  previously  published  Rural  Health, 
Mental  Health  and  Substance  Abuse  Resources  Directory, 
comprise  a  complete  desk  reference  set  essential  to 
anyone  working  in  rural  health  care  or  interested  in 
rural  health  care  issues. 

Publication  of  this  dictionary  is  made  possible 
through  the  support  of  the  federal  Office  of  Rural 
Health  Policy  Department  of  Health  and  Human 
Services  (DHHS),  Rockville,  Md.  The  office  coordi- 
nates rural  health  activities  within  the  DHHS  and 


works  with  other  federal  agencies,  states,  founda- 
tions and  private-sector  organizations  to  seek 
solutions  to  rural  health  problems.  The  Office  of 
Rural  Health  Policy  was  established  within  the 
DHHS  in  1987.  For  more  information  about  the 
office,  contact  it  at  5600  Fishers  Lane,  Parklawn 
Building,  Room  9-05,  Rockville,  Md.  20857,  or 
telephone  (301)443-0835. 

This  dictionary  was  compiled  by  the  National 
Rural  Health  Association.  The  association  is  a 
multidisciplinary  organization  addressing  all 
aspects  of  the  delivery  of  health  care  in  rural  areas. 
Its  membership  spans  all  50  states  and  all  U.S. 
territories,  and  has  a  professional  and  institutional 
diversity  representative  of  the  rural  practice  environ- 
ment. The  association's  mission  is  to  improve  rural 
health  and  health  care  through  advocacy,  education, 
research  and  communications.  For  more  information 
about  the  National  Rural  Health  Association  and  its 
activities,  contact  the  association  at  One  West 
Armour  Blvd.,  Suite  301,  Kansas  City,  Mo.  64111,  or 
telephone  (816)  756-3140.  You  also  may  learn  more 
about  the  association  by  visiting  its  World  Wide  Web 
site  at  http/  /  www.NRHArural.org. 

We  hope  that  this  first  edition  of  Rural  Health 
Dictionary  of  Terms,  Acronyms  and  Organizations  will 
become  a  valuable  tool  and  networking  resource  for 
all  of  you  involved  in  improving  access  to  health 
care  in  rural  America. 


Dena  Puskin 
Acting  Director 
Federal  Office  of  Rural  Health 
Policy 

U.S.  Department  of  Health  and 
Human  Services 


Donna  M.  Williams 
Executive  Vice  President 
National  Rural  Health 
Association 
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AACN  American  Association  of  Colleges  of 
Nursing. 

AACN  American  Association  of  Critical-Care 
Nurses. 

AACOM  American  Association  of  Colleges  of 

Osteopathic  Medicine. 
AACPM  American  Association  of  Colleges  of 

Podiatric  Medicine. 
AAFP  American  Academy  of  Family  Physicians. 
AAHA  American  Association  of  Homes  for  the 

Aging. 

AAMC  American  Association  of  Medical  Colleges. 
AAMR  Age- Adjusted  Mortality  Rate. 
AANA  American  Association  of  Nurse  Anesthetists. 
AANP  American  Academy  of  Nurse  Practitioners. 
AAP  American  Academy  of  Pediatrics. 
AAPA  American  Association  of  Physician  Assistants. 
AAPCC  See  Adjusted  Average  Per  Capita  Costs. 
AAPS  American  Association  of  Physicians  and 
Surgeons. 

AARP  American  Association  of  Retired  Persons. 

ABMS  American  Board  of  Medical  Specialties. 
Assists  its  24  member  boards  in  the  process  of 
evaluating  and  certifying  physician  specialists. 

Access  Potential  and  actual  entry  of  a  population 
into  the  health  care  delivery  system.  Barriers  to 
access  can  be  financial  (insufficient  monetary 
resources),  geographic  (distance  to  providers), 
organizational  (lack  of  available  providers)  and 
sociological  (e.g.,  discrimination,  language 
barriers).  Efforts  to  improve  access  often  focus 
on  providing  or  improving  health  coverage. 

Accidental  Bodily  Injury  Unexpected  internal  or 
external  damage  to  the  human  body. 

Accidental  Death  Insurance  An  additional  benefit 
in  a  health  insurance  policy.  The  policy  pays 


after  an  individual  covered  under  the  policy  dies 
from  physical  injuries. 

Accounts  Receivable  The  full  amount  of  patient  care 
charges  owed  to  a  hospital  or  other  health  care 
facility.  Average  days  in  accounts  receivable 
refers  to  the  average  number  of  days  it  takes  a 
hospital  or  other  facility  to  collect  the  full 
amount  for  patient  care. 

Accreditation  A  process  whereby  a  program  of 
study  or  an  institution  is  recognized  by  an 
external  body  as  meeting  certain  predetermined 
standards.  For  facilities,  accreditation  standards 
are  usually  defined  in  terms  of  physical  plant, 
governing  body,  administration  and  medical 
and  other  staff.  Accreditation  is  often  carried  out 
by  organizations  created  for  the  purpose  of 
assuring  the  public  of  the  quality  of  the  accred- 
ited institution  or  program.  The  state  or  federal 
governments  can  recognize  accreditation  in  lieu 
of  or  as  the  basis  for  licensure  or  other  manda- 
tory approvals.  Public  or  private  payment 
programs  often  require  accreditation  as  a 
condition  of  payment  for  covered  services. 
Accreditation  may  either  be  permanent  or  may 
be  given  for  a  specified  period  of  time. 

Accreditation  by  JCAHO  A  statement  by  the  Joint 
Commission  on  the  Accreditation  of  Healthcare 
Organizations  (JCAHO)  that  an  eligible  health 
care  organization,  such  as  a  hospital,  complies 
wholly  or  substantially  with  JCAHO  standards. 

ACF  Administration  of  Children  and  Families 
(DHHS). 

ACGME  Accreditation  Council  for  Graduate 
Medical  Education.  Accrediting  entity  for 
allopathic  residency  and  fellowship  programs. 

ACHA  American  College  of  Health  Administrators. 
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ACLA 


Agency  for  Health  Care  Policy  and  Research 


ACLA  American  Clinical  Laboratory  Association. 

ACLI  American  Council  of  Life  Insurance 

ACLS  Advanced  Cardiac  Life  Support. 

ACNM  American  College  of  Nurse-Midwives. 

ACOG  American  College  of  Obstetricians  and 
Gynecologists. 

ACP  American  College  of  Physicians. 

ACS  American  College  of  Surgeons. 

Activities  of  Daily  Living  (ADD  An  index  or  scale 
that  measures  a  patient's  degree  of  indepen- 
dence in  bathing,  dressing,  using  the  toilet, 
eating  and  moving  from  one  place  to  another. 

Acuity  A  measurement  of  the  seriousness  of  a 

patient's  condition;  reflects  the  level  of  resources 
(personnel,  technology,  time)  that  a  particular 
patient  requires. 

Acute  Referring  to  illnesses  that  start  rapidly  and 
resolve  in  a  relatively  short  period  of  time,  e.g., 
strep  throat,  pneumonia,  broken  bones. 

Acute  Care  (1)  Medical  care  for  health  problems  or 
illnesses  that  are  short-term  or  intense  in  nature. 
(2)  Services  within  a  hospital  setting  intended  to 
maintain  patients  for  medical  and  surgical 
episodic  care  over  a  relatively  short  period  of 
time.  (3)  Medical  treatment  rendered  to  indi- 
viduals whose  illnesses  or  health  problems  are 
of  a  short-term  or  episodic  nature.  Acute  care 
facilities  are  those  hospitals  that  mainly  serve 
persons  with  short-term  health  problems. 

Acute  Disease  A  disease  characterized  by  a  single 
episode  of  a  relatively  short  duration  from 
which  the  patient  returns  to  his  or  her  normal  or 
previous  state  or  level  of  activity.  While  acute 
diseases  frequently  are  distinguished  from 
chronic  diseases,  there  is  no  standard  definition 
or  distinction.  An  acute  episode  of  a  chronic 
disease  (for  example,  an  episode  of  diabetic 
coma  in  a  patient  with  diabetes)  is  often  treated 
as  an  acute  disease. 

ADA  American  Dental  Association. 

ADA  American  Dietetic  Association. 

ADHC  Adult  Day  Health  Care. 

Adjusted  Average  Per  Capita  Cost  (AAPCC)  The 
basis  for  health  maintenance  organization 
(HMO)  or  competitive  medical  plan  (CMP) 
reimbursement  under  Medicare-risk  contracts. 
The  average  monthly  amount  received  per 
enrollee  in  1966  was  calculated  as  95  percent  of 
the  average  costs  to  deliver  medical  care  in  the 
fee-for-service  sector. 

ADL  See  Activities  of  Daily  Living. 

Administrative  Services  Only  (ASO)  The  providing 
of  the  following  services  to  a  self-insured  plan: 
actuarial,  benefit  plan  design,  claim  processing, 


data  recovery  and  analysis,  employee  benefits 
communication,  financial  advice,  medical  care 
conversions,  preparation  of  data  for  reports  to 
governmental  units,  stop-loss  coverage  and  so 
on.  These  services  are  typically  provided  on  a 
contract  basis  by  an  insurer  or  its  subsidiary. 

Admissions  Number  of  patients,  excluding  new- 
borns, accepted  for  hospital  inpatient  service 
during  a  particular  reporting  period. 

Admitting  Privileges  An  arrangement  through 

which  hospitals  grant  certain  physicians  permis- 
sion to  refer  their  patients  to  the  hospital  for 
treatment. 

ADMS  Alcohol,  Drug  and  Mental  Health  Services 
Block  Grant. 

Adult  Day  Care  Center  An  institution  that  provides 
supervised  care  of  the  dependent  elderly  during 
the  day,  with  the  persons  returning  to  their 
homes  in  the  evenings. 

Advanced  Life  Support  (ALS)  Designation  used  to 
describe  ambulances  with  high-tech  equipment 
and  personnel  capabilities  to  care  for  patients 
with  severe,  life-threatening  injuries  or  illnesses. 

Adverse  Selection  From  an  insurance  perspective, 
adverse  selection  occurs  when  persons  with 
poorer-than-average  health  status  apply  for  or 
continue  insurance  coverage  to  a  greater  extent 
than  do  persons  with  average  or  better  health 
expectations. 

AEP  Affirmative  Employment  Plan. 

AFDC  See  Aid  to  Families  with  Dependent  Children. 

Affiliation  An  agreement  (usually  formal)  between 
two  or  more  otherwise  independent  entities  or 
individuals  that  defines  how  they  will  relate  to 
each  other.  Affiliation  agreements  between 
hospitals  may  specify  procedures  for  referring  or 
transferring  patients  from  one  facility  to  another, 
joint  faculty  and /or  medical  staff  appointments, 
teaching  relationships,  sharing  of  records  or 
services,  or  provision  of  consultation  between 
programs. 

AFHHA  American  Federation  of  Home  Health 
Agencies. 

Agency  for  Health  Care  Policy  and  Research 

(AHCPR)  One  of  the  newest  agencies  of  the  U.S. 
Public  Health  Service,  the  AHCPR  was  created 
in  1989.  The  agency's  primary  goal  is  to  enhance 
the  quality,  appropriateness  and  effectiveness  of 
health  care  services  by  conducting  and  sponsor- 
ing credible  and  timely  research.  It  is  the  federal 
government's  focal  point  for  health  services 
research,  the  efforts  of  which  are  built  upon  the 
work  of  AHCPR's  predecessor,  the  National 
Center  for  Health  Services  Research  and  Health 
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Agent 


Ambulatory  Setting 


Care  Technology  Assessment. 

Agent  One  who  solicits,  negotiates  and  completes 
contracts  for  insurance  companies.  The  agent 
typically  sells  insurance  from  an  agency. 

Aggregate  Indemnity  The  maximum  dollar  amount 
that  may  be  collected  for  any  disability  or  for 
any  period  of  disability  under  terms  of  an 
insurance  policy. 

AGPA  American  Group  Practice  Association. 

AHA  American  Hospital  Association. 

AHCA  American  Health  Care  Association.  A  na- 
tional organization  comprising  long-term  care 
facilities. 

AHCPR  See  Agency  for  Health  Care  Policy  and 
Research  (DHHS). 

AHEC  See  Area  Health  Education  Center. 

AHMA  American  Holistic  Medical  Association. 

AHP  Allied  Health  Professional.  See  also  Allied 
Health  Personnel. 

AHPA  American  Health  Planning  Association. 

Aid  to  Families  with  Dependent  Children  (AFDC) 
A  state-based  federal  cash  assistance  program 
for  low-income  families.  In  all  states,  AFDC 
recipiency  may  be  used  to  establish  Medicaid 
eligibility. 

Allied  Health  Personnel  Specially  trained  and 

licensed  (when  necessary)  health  workers  other 
than  physicians,  dentists,  optometrists,  chiro- 
practors, podiatrists  and  nurses.  The  term  has 
no  constant  or  agreed-upon  detailed  meaning; 
sometimes  used  synonymously  with  paramedi- 
cal personnel,  sometimes  meaning  all  health 
workers  who  perform  tasks  that  must  otherwise 
be  performed  by  a  physician,  and  at  other  times 
referring  to  health  workers  who  do  not  usually 
engage  in  independent  practice. 

Allopathic  Medicine  Practice  of  medical  therapy  in 
which  diseases  or  abnormal  conditions  are 
treated  with  surgery  or  medication;  allopathic 
physicians  earn  title  of  Medical  Doctors  (M.D.). 

Allowable  Costs  Items  or  elements  of  an 

institution's  costs  that  are  reimbursable  under  a 
payment  formula.  Both  Medicare  and  Medicaid 
reimburse  hospitals  on  the  basis  of  only  certain 
costs.  Allowable  costs  may  exclude,  for  example, 
luxury  accommodations,  costs  that  are  not 
reasonable  expenditures,  costs  that  are  unneces- 
sary for  the  efficient  delivery  of  health  services 
to  persons  covered  under  the  program  in 
question,  or  depreciation  on  a  capital  expendi- 
ture that  was  disapproved  by  a  health  planning 
agency. 

Allowed  (or  Allowable)  Charge  (under  Medicare) 

See  Customary,  Prevailing  and  Reasonable 
Charges. 


ALOS  Average  Length  of  Stay. 

All  Patient  Diagnosis  Related  Groups  (APDRG) 

An  enhancement  of  the  original  DRGs,  designed 
to  apply  to  a  population  broader  than  that  of 
Medicare  beneficiaries,  who  are  predominately 
older  individuals.  The  APDRG  set  includes 
groupings  for  pediatric  and  maternity  cases,  as 
well  as  services  for  HIV-related  conditions  and 
other  special  cases. 

All-Payer  System  A  system  in  which  all  insurers  and 
other  health  payers  pay  for  services  in  accor- 
dance with  uniform  rules,  usually  established  on 
a  statewide  basis.  For  instance,  in  an  all-payer 
system,  the  federal  or  state  government,  a 
private  insurer,  a  self-insured  employer  plan,  an 
individual  or  any  other  payer  could  pay  the 
same  rates.  The  uniform  fee  bars  health  care 
providers  from  shifting  costs  from  one  payer  to 
another.  See  Cost  Shifting. 

ALS  See  Advanced  Life  Support. 

Alternative  Delivery  System  A  phrase  that  de- 
scribes non-traditional  health  insurance  pro- 
grams that  finance  and  provide  health  care  to 
members.  These  include  health  maintenance 
organizations  (HMOs)  and  preferred  provider 
organizations  (PPOs). 

Alternative  Dispute  Resolution  (ADR)  A  range  of 
dispute-settling  mechanisms  that  attempt  to 
resolve  medical  liability  (malpractice)  claims  in  a 
more  efficient,  timely  and  less  expensive  man- 
ner. The  central  theme  is  to  settle  disputes 
outside  the  court  system.  ADR  methods  might 
include  the  following:  pretrial  screening  panels 
and  "private  courts"  staffed  by  retired  judges. 

Alternative  Facility  Licensure  The  process  by  which 
a  state  creates  a  new  category  of  licensed  health 
care  facility  or  new  licensure  rules  for  existing 
categories  of  facilities  for  the  purpose  of  main- 
taining the  viability  and  accessibility  of  certain 
facilities  or  services. 

AMA  American  Medical  Association. 

Ambulatory  Care  Health  care  services  provided  on 
an  outpatient  basis.  No  overnight  stay  in  a 
hospital  is  required.  The  services  of  ambulator}' 
care  centers,  hospital  outpatient  departments, 
physicians'  offices  and  home  health  care  sendees 
fall  under  the  heading  of  ambulatory  care.  See 
also  Ambulator}'  Setting  and  Outpatient. 

Ambulatory  Setting  A  tvpe  of  institutionally 
organized  health  care  setting  in  which  health 
services  are  provided  on  an  outpatient  basis. 
Ambulatory  care  settings  may  be  either  mobile 
(when  the  facility  is  capable  of  being  moved  to 
different  locations)  or  fixed  (when  the  person 
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Ambulatory  Surgery 


Assignment 


seeking  care  must  travel  to  a  fixed  service  site). 
Ambulatory  Surgery  Any  minor  surgical  proce- 
dures that  can  be  performed  on  an  outpatient 
basis — not  requiring  an  overnight  stay  in  a 
hospital. 

Ambulatory  Surgical  Center  (ASC)  A  facility  (either 
hospital  or  independently  sponsored  but  often 
located  in  close  proximity  to  a  hospital)  that 
performs  surgical  procedures  that  in  the  past 
had  been  done  on  an  inpatient  basis.  Unlike  the 
hospital /inpatient  setting  in  which  Medicare 
has  established  set  fees  for  surgical  procedures 
(See  Diagnosis-Related  Groups),  Medicare  is 
paid  based  on  the  facility's  actual  costs. 

American  Association  of  Health  Plans  Formerly, 
Group  Health  Associates  of  America.  See  GHAA. 

Amortization  The  act  or  process  of  retiring  a  debt, 
usually  by  equal  payments  at  regular  intervals 
over  a  specific  period  of  time. 

ANA  American  Nurses  Association. 

Ancillary  Benefits  Benefits  for  miscellaneous 

hospital  charges  that  include  X-rays,  laboratory 
tests  and  other  patient  services  typically  ex- 
cluded from  a  hospital's  daily  room  charges. 

Ancillary  Services  or  Technology  Medical  technol- 
ogy or  services  used  directly  to  support  basic 
clinical  services,  including  diagnostic  radiology, 
radiation  therapy,  clinical  laboratory  and  other 
special  services. 

Antitrust  A  legal  term  encompassing  the  area  of 
state  and  federal  law  created  to  prevent  buyers 
or  sellers  from  using  excess  market  power  to 
reduce  consumer  choice,  fix  prices  or  otherwise 
create  outcomes  different  from  those  that  would 
result  from  competition  among  many  buyers 
and  many  sellers. 

Antitrust  Laws  Laws  such  as  the  Clayton  Act  (15 
U.S.C.  12-27)  that  prohibit  institutional  mergers 
and  acquisitions,  exclusive  contracts,  joint 
ventures  and  other  business  dealings  in  areas 
that  may  substantially  reduce  competition  or 
have  the  tendency  to  produce  a  monopoly  and 
consequently  have  a  detrimental  effect  on 
consumer  welfare. 

Any  Willing  Provider  (AWP)  Laws  Laws  or  man- 
dates that  require  insurers  (or  managed  care 
organizations)  to  permit  any  state-authorized 
health  care  provider  to  join  their  network  as 
long  as  the  provider  is  willing  to  abide  by  the 
terms  and  conditions  of  the  insurer's  contract. 
As  of  July  1994,  24  states  had  enacted  some  type 
of  AWP  legislation.  Many  of  the  AWP  mandates 
are  specific  to  pharmacists,  and  some  refer 
specifically  to  licensed  health  care  providers. 


AOA  Administration  on  Aging  (DHHS). 

AOA  American  Optometric  Association. 

AOA  American  Osteopathic  Association. 

AOTA  American  Occupational  Therapy  Association. 

APA  Administrative  Procedures  Act. 

APA  American  Psychological  Association. 

APCC  Average  Per  Capita  Cost. 

APDRG  See  All  Patient  Diagnosis  Related  Groups. 

APhA  American  Pharmaceutical  Association. 

APHA  American  Protestant  Hospital  Association. 

APHA  American  Public  Health  Association. 

Appropriateness  Appropriate  health  care  is  care  for 
which  the  expected  health  benefit  exceeds  the 
expected  negative  consequences  by  a  wide 
enough  margin  to  justify  treatment. 

APTA  American  Physical  Therapy  Association. 

APWA  American  Public  Welfare  Association. 

ARC  Appalachian  Regional  Commission. 

ARCH  Affordable  Rural  Coalition  for  Health. 

Area  Health  Education  Center  (AHEC)  An  organi- 
zation or  organized  system  of  health  and 
educational  institutions  whose  purpose  is  to 
improve  the  supply,  distribution,  quality,  use 
and  efficiency  of  health  care  personnel  in 
specific  medically  underserved  areas.  Originally 
established  by  the  Department  of  Health, 
Education  and  Welfare,  and  currently  funded  by 
the  Department  of  Health  and  Human  Services 
(DHHS),  an  AHEC's  objectives  are  to  educate 
and  train  the  health  personnel  specifically 
needed  by  the  underserved  areas  and  to  decen- 
tralize health  work  force  education,  thereby 
increasing  supply  and  linking  the  health  and 
educational  institutions  in  scarcity  areas. 

ASC  Ambulatory  Surgical  Center. 

ASCP  American  Society  of  Clinical  Pathologists. 

ASIM  American  Society  of  Internal  Medicine. 

Assignee  The  person  to  whom  the  rights  to  a  health 
insurance  policy  are  assigned,  either  in  part  or  in 
whole,  by  the  original  policyholder. 

Assignment  A  process  whereby  a  Medicare  benefi- 
ciary assigns  his  or  her  right  to  payment  from 
Medicare  to  the  physician  or  supplier.  In  return, 
the  physician  or  supplier  agrees  to  accept 
Medicare's  reasonable  or  allowed  charge  as 
payment  in  full  for  covered  services.  The 
physician  (or  supplier)  may  not  charge  the 
beneficiary  more  than  the  applicable  deductible 
and  coinsurance  amounts.  For  physicians  and 
suppliers  who  do  not  accept  assignment, 
payment  is  made  by  Medicare  directly  to  the 
beneficiary,  who  is  responsible  for  paying  the 
bill.  In  addition  to  the  deductible  and  coinsur- 
ance amounts,  the  beneficiary  is  liable  for  any 
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Avoidable  Hospital  Condition 


difference  between  the  physician's  actual  charge 
and  Medicare's  reasonable  (allowed)  charge.  See 
Participating  Physician. 
ASTHO  Association  of  State  and  Territorial  Health 
Officials. 

Average  Length  of  Stay  Average  stay  of  hospital 
patients  from  admission  to  discharge  during  a 


particular  reporting  period;  derived  by  dividing 
the  number  of  inpatient  days  by  the  number  of 
admissions  for  the  period. 
Avoidable  Hospital  Condition  Medical  diagnosis 
for  which  hospitalization  could  have  been 
avoided  if  ambulatory  care  had  been  provided 
in  a  timely  and  efficient  manner. 


Rural  Health  Dictionary  of  Terms,  Acronyms  and  Organizations 


9 


B 


Balance  Billing  In  the  Medicare  program,  the 
practice  of  billing  a  Medicare  beneficiary  in 
excess  of  Medicare's  allowed  charge.  The 
"balance  billing"  amount  would  be  the  differ- 
ence between  Medicare's  allowed  charge  and 
the  physician's  (or  other  qualifying  provider's) 
billed  charge.  See  Customary  Prevailing  and 
Reasonable  Charges;  Allowed  Charge;  and  Billed 
Charge. 

BCA  Blue  Cross  Association. 

BE  A  Bureau  of  Economic  Analysis  (USD  A). 

Benchmarking  Benchmarking  is  the  process  of 
comparing  an  organization's  performance  and 
efficiency  with  that  of  similar  organizations. 
Benchmarking  also  can  be  used  to  evaluate 
individual  medical  procedures. 

Beneficiary  An  individual  who  receives  benefits 
from  or  is  covered  by  an  insurance  policy  or 
other  health  care  financing  program. 

Benefits  Dollar  reimbursements  and  other  services 
provided  by  insurers  to  those  covered  under 
insurance  policies. 

BHCDA  Bureau  of  Health  Care  Delivery  and 

Assistance,  now  the  Bureau  of  Primary  Health 
Care.  See  BPHC. 

BHPr  Bureau  of  Health  Professions  (DHHS). 

BHRD  Bureau  of  Health  Resources  Development 
(DHHS). 

BIA  Bureau  of  Indian  Affairs. 

Billed  Charge  In  the  Medicare  program,  the 

physician's  (or  supplier's)  actual  (billed)  charge 
for  a  service.  See  also  Customary,  Prevailing  and 
Reasonable  Charges. 

Birthing  Center  Facility  that  provides  labor  and 

child  delivery  services.  These  facilities  can  either 
be  free-standing  or  part  of  a  hospital  and 


typically  try  to  create  a  home-like  environment 
for  the  expecting  parents. 
Birthweight  The  weight  of  an  infant  at  the  time  of 
delivery. 

Blanket  Medical  Expense  A  provision  in  some 
health  insurance  contracts  that  pays  for  all 
medical  costs,  including  hospitalization. 

BLS  Bureau  of  Labor  Statistics  (Department  of 
Labor). 

Blue  Cross  Plan  A  nonprofit,  tax-exempt  insurance 
plan  providing  coverage  for  hospital  care  and 
related  services.  (The  individual  plans  should  be 
distinguished  from  their  national  association, 
the  Blue  Cross  Association.)  Historically,  the 
plans  were  largely  the  creation  of  the  hospital 
industry  and  designed  to  provide  hospitals  with 
a  stable  source  of  revenue.  A  Blue  Cross  plan 
may  be  a  nonprofit  community  service  organiza- 
tion with  a  governing  body  whose  membership 
includes  a  majority  of  public  representatives. 

Blue  Plan  Generic  designation  of  a  type  of  health 
insurer  created  by  state  statutes  in  the  1940s  to 
insure  businesses  and  individuals.  These  plans, 
known  as  Blue  Cross  and  Blue  Shield  programs, 
were  created  to  help  pay  medical  bills  and  keep 
the  hospitals  from  going  out  of  business  during 
depressed  financial  times. 

Blue  Shield  Plan  A  nonprofit,  tax-exempt  insurance 
plan  that  provides  coverage  for  physicians' 
services.  Blue  Shield  coverage  is  sometimes  sold 
in  conjunction  with  Blue  Cross  coverage, 
although  this  is  not  always  the  case. 

Board  Certified  Status  granted  a  medical  specialist 
who  completes  a  required  course  of  training  and 
experience  (residency)  and  passes  an  examina- 
tion in  his  or  her  specialty.  Individuals  who  have 


in 
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Broker 


met  all  requirements  except  examination  are 
referred  to  as  "board  eligible." 

Board-certified  Physician  A  physician  who  has 
completed  requirements  of  advanced  training 
and  practice  in  a  particular  medical  specialty 
and  has  passed  examinations  offered  by  the 
national  certifying  board  for  that  specialty. 

Board  Eligible  Term  not  used  or  recognized  by  the 
American  Board  of  Medical  Specialties  certifying 
boards.  Generally  used  to  indicate  that  a  physi- 
cian is  residency  trained.  Other  similar  terms 
used  by  physicians:  board  qualified,  board 
admissible,  board  prepared. 

Boren  Amendment  Part  of  the  Medicaid  law  known 
by  the  name  of  its  principal  congressional 
sponsor.  It  provides  that  state  payment  for 
hospitals  and  nursing  facilities  must  be  reason- 


able and  adequate  to  meet  the  costs  incurred  by 
efficiently  and  economically  operated  facilities 
to  provide  care  and  services  meeting  state  and 
federal  stands. 

BPHC  Bureau  of  Primary  Health  Care  (DHHS), 
formerly  the  Bureau  of  Health  Care  Delivery 
and  Assistance.  See  also  BHCDA. 

Break-even  Financial  Status  The  point  in  operations 
at  which  a  business  (e.g.,  health  care  facility) 
neither  loses  money  nor  makes  a  profit. 

Broker  The  go-between  for  individuals  or  compa- 
nies and  health  insurers.  A  broker  helps  locate, 
negotiate  and  land  health  insurance  contracts.  A 
broker  also  may  be  an  agent  for  the  insurance 
company,  delivering  policies  and  collecting 
premiums. 
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Cafeteria  Plans  Employers  may  choose  to  offer  their 
employees  a  wide  range  of  employee  benefits — 
as  in  a  cafeteria — including  primary  health  care, 
dental  coverage,  life  insurance  and  prepaid  legal 
services,  among  others.  Section  125  of  the 
Internal  Revenue  Service  Code  allows  some 
employers  to  set  up  the  plan  in  a  manner  so  that 
contributions  made  by  employees  may  be 
considered  as  pretax  dollars,  thus  not  subject  to 
individual  income  taxes.  Such  plans  must  be 
maintained  for  the  benefit  of  the  employees 
only. 

Cancellation  Termination  of  insurance  policy  by 
either  the  insured  or  the  insurer.  The  provisions 
for  the  cancellation  vary,  depending  on  the 
cancellation  terms  of  the  policy  involved. 

CAP  College  of  American  Pathologists. 

CAP  Community  Action  Program. 

Capital  Fixed  or  durable  non-labor  inputs  or  factors 
used  in  the  production  of  goods  and  services, 
the  value  of  such  factors  or  the  money  specifi- 
cally allocated  for  their  acquisition  or  develop- 
ment. Capital  costs  include,  for  example,  the 
buildings,  beds  and  equipment  used  in  the 
provision  of  hospital  services.  Capital  assets  are 
usually  thought  of  as  permanent  and  durable,  as 
distinguished  from  consumables  such  as  sup- 
plies. 

Capital  Costs  Expenditures  for  land,  facilities  and 
major  equipment.  They  are  distinguished  from 
operating  costs,  which  include  items  such  as 
labor,  supplies  and  administrative  expenses. 

Capital  Depreciation  The  decline  in  value  of  capital 
assets  (assets  of  a  permanent  or  fixed  nature, 
e.g.,  goods  and  plant)  with  use  over  time.  The 
rate  and  amount  of  depreciation  is  calculated  by 


a  variety  of  different  methods  (e.g.,  straight  line, 
sum  of  the  digits,  declining  balance),  which 
often  give  quite  different  results.  Third-party 
reimbursement  for  health  services  usually 
includes  an  amount  intended  to  be  equivalent  to 
the  capital  depreciation  in  any  given  period 
experienced  by  the  provider  of  a  service. 

Capital  Expenditure  An  expenditure  including 

borrowing  costs  for  the  acquisition,  replacement, 
modernization  or  expansion  of  facilities  or 
equipment,  which,  under  generally  accepted 
accounting  principles,  is  not  properly  chargeable 
as  an  expense  of  operation  and  maintenance. 

Capital  Expenditure  Review  A  review  of  proposed 
capital  expenditures  of  hospitals  or  other  health 
facilities  to  determine  the  need  for  and  appropri- 
ateness of  the  proposed  expenditures.  The 
review  is  done  by  a  designated  regulatory 
agency  and  has  a  sanction  attached,  which 
prevents  or  discourages  unneeded  expenditures. 

Capitation  A  method  of  payment  for  health  services 
in  which  an  individual  or  institutional  provider 
is  paid  a  fixed  amount  for  each  person  served, 
without  regard  to  the  actual  number  or  nature  of 
services  provided  to  each  person  in  a  set  period 
of  time.  Capitation  is  the  characteristic  payment 
method  in  certain  health  maintenance  organiza- 
tions. It  also  refers  to  a  method  of  federal 
support  of  health  professional  schools.  Under 
these  authorizations,  each  eligible  school 
receives  a  fixed  payment,  called  a  "capitation 
grant,"  from  the  federal  government  for  each 
student  enrolled.  May  vary  by  factors  such  as 
age  and  sex  of  the  enrolled  members.  Payment 
adjustments  may  be  made  at  the  end  of  the 
specified  period  of  time. 
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Centers  for  Disease  Control  and  Prevention 


Carrier  A  private  organization,  usually  an  insurance 

company,  that  finances  health  care. 
Carrier  (Medicare)  See  Medicare  Intermediaries  or 

Carriers. 

Carve  Out  Regarding  health  insurance,  an  arrange- 
ment whereby  an  insurer,  employer  or  public 
insurance  program  (i.e.,  Medicaid)  eliminates 
coverage  for  a  specific  category  of  services  (e.g., 
vision  care,  mental  health/ psychological 
services  and  prescription  drugs)  and  contracts 
with  a  separate  set  of  providers  for  those 
services  according  to  a  predetermined  fee 
schedule  or  capitation  arrangement.  Carve  out 
may  also  refer  to  a  method  of  coordinating  dual 
coverage  for  an  individual. 

Case  Management  The  process  by  which  all  health- 
related  aspects  of  a  patient's  care  are  managed 
by  a  designated  health  professional.  Case 
managers  provide  coordination  for  designated 
components  of  the  health  care,  such  as  appropri- 
ate referral  to  consultants,  specialists,  hospitals, 
ancillary  providers  and  services.  Case  manage- 
ment is  intended  to  ensure  continuity  of  services 
and  proper  accessibility  in  order  to  overcome 
fragmented  health  care  systems  or  the  improper 
utilization  of  facilities  and  resources.  It  also 
attempts  to  match  the  appropriate  intensity  of 
services  with  the  patient's  needs. 

Case  Mix  A  measure  of  the  mix  of  cases  being 

treated  by  a  particular  health  care  provider  that 
is  intended  to  reflect  the  patients'  different  needs 
for  resources.  Case  mix  is  generally  established 
by  estimating  the  relative  frequency  of  various 
types  of  patientvisits  to  the  provider  in  question 
during  a  given  time  period  and  may  be  mea- 
sured by  factors  such  as  diagnosis,  severity  of 
illness,  utilization  of  services  and  provider 
characteristics. 

CAT  See  Computerized  Axial  Tomography. 

Catastrophic  Health  Insurance  Health  insurance 
that  provides  protection  against  the  high  cost  of 
treating  severe  or  lengthy  illnesses  or  disability. 
Generally  such  policies  cover  all,  or  a  specified 
percentage  of,  medical  expenses  above  an 
amount  that  is  the  responsibility  of  the  insured 
individual  or  another  insurance  policy,  up  to  a 
maximum  limit  of  liability. 

Catchment  Area  A  geographic  area  defined  and 
served  by  a  health  program  or  institution  such 
as  a  hospital  or  community  mental  health  center 
that  is  delineated  on  the  basis  of  factors  such  as 
population  distribution,  natural  geographic 
boundaries  and  transportation  accessibility.  By 
definition,  all  residents  of  the  area  needing  the 


services  of  the  program  are  usually  eligible  for 
the  services,  although  eligibility  may  also 
depend  on  additional  criteria. 

Categorical  Care  Governmentally  funded  health 
services  for  special  population  groups,  e.g.,  poor 
women  and  children,  disabled,  frail  elderly, 
persons  with  end-stage  renal  disease. 

Categorically  Needy  Persons  whose  Medicaid 

eligibility  is  defined  by  law  and  is  based  on  their 
family,  age  or  disability  status.  Persons  not 
falling  into  these  categories  are  not  automati- 
cally eligible  for  the  program.  The  Medicaid 
statute  defines  more  than  50  distinct  population 
groups  as  potentially  eligible,  including  those 
for  which  coverage  is  mandatory  in  all  states 
and  those  that  may  be  covered  at  a  state's 
option.  The  scope  of  covered  services  that  states 
provide  to  the  categorically  needy  is  much 
broader  than  the  minimum  scope  of  services  for 
the  other  optional  groups  receiving  Medicaid 
benefits.  See  Medically  Needy. 

CAT  Scanner  (CT)  An  advanced  form  of  diagnostic 
technology,  used  to  provide  a  cross-section  view 
of  the  inner  body.  Also  known  as  CT  scan.  The 
name  is  an  acronym  for  computerized  axial 
tomography. 

Causality  Relating  causes  to  the  effects  they  pro- 
duce. Most  of  epidemiology  concerns  causality, 
and  several  types  of  causes  can  be  distinguished. 

CBO  Community-Based  Organization. 

CBO  Congressional  Budget  Office. 

CBR  Crude  Birth  Rate. 

CCEC  Community  Clinic /Emergency  Center. 
CCHP  Consumer  Choice  Health  Plan. 
CCU  Coronary  Care  Unit. 

CDC  See  Centers  for  Disease  Control  and  Preven- 
tion. 

CDF  Children's  Defense  Fund. 
CDOC  Covered  Days  of  Care. 
CDR  Crude  Death  Rate. 

Centers  for  Disease  Control  and  Prevention  (CDC) 

The  Centers  for  Disease  Control  and  Prevention, 
based  in  Atlanta,  Ga.,  is  charged  with  protecting 
the  nation's  public  health  by  providing  direction 
in  the  prevention  and  control  of  communicable 
and  other  diseases  and  responding  to  public 
health  emergencies.  Within  the  U.S.  Public 
Health  Service,  CDC  is  the  agency  that  led 
efforts  to  prevent  diseases  such  as  malaria,  polio, 
smallpox,  toxic  shock  syndrome,  Legionnaire's 
disease  and,  more  recently,  acquired  immunode- 
ficiency syndrome  (AIDS)  and  tuberculosis. 
CDC's  responsibilities  evolve  as  the  agency 
addresses  contemporary  threats  to  health,  such 
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Civilian  Health  and  Medical  Program  of  the  Uniformed  Services 


as  injury,  environmental  and  occupational 
hazards,  behavioral  risks  and  chronic  diseases. 

Certificate  A  statement  verifying  that  an  insurance 
policy  has  been  written  and  specifying  the 
coverage  involved  in  the  insurance  contract. 

Certificate  of  Authority  (COA)  A  certificate,  issued 
by  a  state  government,  that  licenses  the  opera- 
tion of  an  HMO. 

Certificate  of  Need  (CON)  Laws  A  certificate 
required  by  state  law  and  issued  by  the  State 
Health  Planning  and  Development  Agency  to  an 
individual  or  organization  proposing  to  con- 
struct or  modify  a  health  facility,  or  offer  a  new 
or  different  health  service.  CON  recognizes  that 
the  proposed  facility  is  needed  and  is  intended 
to  control  expansion  of  facilities  and  services  by 
preventing  excessive  or  duplicative  develop- 
ment of  facilities  and  services.  First  used  in  the 
late  1960s  and  1970s,  the  CON  was  directed  at 
hospitals,  nursing  homes,  ambulatory  care 
facilities  and  mobile  technology  units  (e.g.,  MRI 
machines).  CON  laws  required  state  approval 
for  major  capital  expenditures,  purchases  of 
high  technology  equipment  and  the  expansion 
of  services.  The  idea  behind  the  CON  concept 
was  that  since  health  care  facilities  tend  to  be 
supported  by  public  funds,  those  projects 
should  meet  a  demonstrated  public  need.  In  the 
1980s,  a  number  of  states  eliminated  their  CON 
programs.  Many  of  those  states  are  now  reviv- 
ing their  CON  laws. 

Certification  (1)  The  process  by  which  recognized 
boards  of  the  American  Board  of  Medical 
Specialties  and  the  American  Osteopathic 
Association  certify  physicians  who  have  success- 
fully completed  accredited  postgraduate  train- 
ing and  examination  (also  known  as  board 
certification).  (2)  The  process  by  which  a  govern- 
mental or  non-governmental  agency  or  associa- 
tion evaluates  and  recognizes  an  individual 
institution  or  educational  program  as  meeting 
predetermined  standards.  One  so  recognized  is 
said  to  be  "certified."  It  is  essentially  synony- 
mous with  accreditation,  except  that  certification 
is  usually  applied  to  individuals  and  accredita- 
tion to  institutions.  Certification  programs  are 
generally  non-governmental  and  do  not  exclude 
the  uncertified  from  practice,  as  do  licensure 
programs. 

Certification  by  HCFA  A  statement  by  the  Health 
Care  Financing  Administration  (HCFA)  that  a 
hospital  or  health  care  institution  meets  HCFAs 
conditions  of  participation.  Certification  by 
HCFA  is  required  for  Medicare  and  Medicaid 
reimbursement. 


Certified  Rural  Health  Clinic  or  Rural  Health 

Clinic  (RHC)  A  class  of  provider  entities  created 
by  the  Rural  Health  Clinics  Act  with  two  goals. 
First,  they  are  meant  to  encourage  the  utilization 
of  nonphysician  practitioners  by  providing 
reimbursement  for  their  services  to  Medicare 
and  Medicaid  patients,  even  in  the  absence  of  a 
full-time  physician  supervisor.  Secondly,  they 
create  a  cost-based  reimbursement  mechanisms 
for  rural  primary  care  practices  located  in  a 
health  professional  shortage  area  (HPSA)  or 
medically  undeserved  area  (MUA).  These  must 
be  located  in  a  rural  area. 

CFR  Code  of  Federal  Regulations. 

CHA  The  Catholic  Health  Association  of  the  United 
States. 

CHAMPUS  See  Civilian  Health  and  Medical  Pro- 
grams for  the  Uniformed  Services. 

Charity  Care  Generally  refers  to  physician  and 
hospital  services  provided  to  persons  who  are 
unable  to  pay  for  the  cost  of  services,  especially 
those  who  are  low  income,  uninsured  or 
underinsured.  A  high  proportion  of  the  costs  of 
charity  care  is  derived  from  services  for  children 
and  pregnant  women  (e.g.,  neonatal  intensive 
care). 

Charity  Care  Pools  The  assets  of  several  funds 
combined  to  cover  health  care  costs  to  the  poor 
and  uninsured.  The  pools  are  established  by 
organizations  like  hospitals  and  insurance 
companies  to  offset  a  portion  of  the  cost  for 
providing  health  care  to  the  indigent. 

CHC  See  Community  Health  Center. 

CHMIS  Community  Health  Management  Informa- 
tion System. 

Chronic  Referring  to  illnesses  that  last  a  long  time, 
usually  for  more  than  one  year,  e.g.,  emphy- 
sema, rheumatoid  arthritis,  hypertension. 

Chronic  Care  Care  and  treatment  rendered  to 
individuals  whose  health  problems  are  of  a 
long-term  and  continuing  nature.  Rehabilitation 
facilities,  nursing  homes  and  mental  hospitals 
may  be  considered  chronic-care  facilities. 

Chronic  Disease  A  disease  that  has  one  or  more  of 
the  following  characteristics:  is  permanent, 
leaves  residual  disability,  is  caused  by  non- 
reversible pathological  alteration,  requires 
special  training  of  the  patient  for  rehabilitation 
or  may  be  expected  to  require  a  long  period  of 
supervision,  observation  or  care. 

Civilian  Health  and  Medical  Program  of  the 
Uniformed  Services  (CHAMPUS)  A  Depart- 
ment of  Defense  program  supporting  private- 
sector  care  for  military  dependents. 
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Claim  The  formal  demand  by  the  insured  to  collect 
reimbursement  for  a  loss  covered  under  an 
insurance  policy. 

CLIA  Clinical  Laboratory  Improvement  Act. 

Clinic  A  facility  or  part  of  one,  devoted  to  diagnosis 
and  treatment  of  outpatients.  "Clinic"  is  irregu- 
larly defined.  It  may  either  include  or  exclude 
physicians'  offices,  may  be  limited  to  describing 
facilities  that  serve  poor  or  public  patients,  and 
may  be  limited  to  facilities  in  which  graduate  or 
undergraduate  medical  education  is  conducted. 

Clinical  Affiliation  Formal  arrangement  between 
rural  and  urban  providers  that  is  designed  to 
improve  the  quality  of  care  in  rural  areas  and 
facilitate  the  transfer  of  patients  to  the  appropri- 
ate level  of  care. 

Clinical  Guidelines  A  policy  or  protocol  for  the 
treatment  of  a  specific  illness  or  disease  that 
ideally  leads  to  the  most  favorable  outcome  and 
is  the  most  cost-effective  method  of  treatment. 

Closed-Panel  HMO  Employment  system  in  which 
physicians  staffing  a  HMO  are  employed  solely 
by  the  HMO. 

CLT  Clinical  Laboratory  Technician/ Technologist. 

CME  See  Continuing  Medical  Education. 

CMHC  See  Community  Mental  Health  Center. 

C/MHC  Community  /  Migrant  Health  Center. 

CMP  Competitive  Medical  Plan. 

CNM  Certified  Nurse-Midwife. 

CNS  Clinical  Nurse  Specialist. 

COB  Coordination  of  Benefits. 

COG  Council  of  Governments. 

COGME  Council  on  Graduate  Medical  Education. 

Coinsurance  A  cost-sharing  requirement  under  a 
health  insurance  policy.  It  provides  that  the 
insured  party  will  assume  a  portion  or  percent- 
age of  the  costs  of  covered  services.  The  health 
insurance  policy  provides  that  the  insurer  will 
reimburse  a  specified  percentage  of  all  or  certain 
specified  covered  medical  expenses  in  excess  of 
any  deductible  amounts  payable  by  the  insured. 
The  insured  is  then  liable  for  the  remainder  of  the 
costs  until  the  maximum  liability  is  reached. 

COLA  Cost  of  Living  Allowance. 

COMLEX  Comprehensive  Osteopathic  Medical 
Licensing  Examination  (replaced  DNB). 

Common  Law  Test  Internal  Revenue  Service  guide- 
lines used  to  help  determine  if  a  valid  employee- 
employer  relation  exists  without  a  W-2  relation- 
ship. Also  known  as  the  common  law  control 
test. 

Common  Procedural  Terminology  (CPT)  A  set  of 

codes  representing  a  system  developed  by  the 
American  Medical  Association  (AMA)  to  de- 


scribe medical  procedures  performed  by  physi- 
cians, often  used  to  determine  the  amount  of 
Medicare  payment.  The  five-digit  CPT  codes, 
which  are  also  used  by  physician  assistants 
because  they  provide  physician-type  services, 
are  updated  annually.  Beginning  in  1993,  the 
AMA  and  the  Health  Care  Financing  Adminis- 
tration embarked  upon  a  formal  effort  to  open 
up  the  CPT  coding  system  to  certain  other  non- 
physician  practitioners  whose  services  in  the 
past  had  not  been  adequately  described  by  the 
CPT  system. 
Community-based  Care  The  blend  of  health  and 
social  services  provided  to  an  individual  or 
family  in  the  community  of  residence  for  the 
purpose  of  promoting,  maintaining  or  restoring 
health  or  minimizing  the  effects  of  illness  and 
disability. 

Community  Health  Center  (CHC)  An  ambulatory 
health  care  program  (defined  under  Section  330 
of  the  Public  Health  Service  Act)  usually  serving 
a  catchment  area  that  has  scarce  or  nonexistent 
health  services  or  a  population  with  special 
health  needs;  sometimes  known  as  "neighbor- 
hood health  center."  Community  health  centers 
attempt  to  coordinate  federal,  state  and  local 
resources  in  a  single  organization  capable  of 
delivering  both  primary  health  care  and  related 
social  services  to  a  defined  rural  or  urban 
population.  While  such  a  center  may  not  directly 
provide  all  types  of  health  care,  it  usually  takes 
responsibility  to  arrange  all  health  care  services 
needed  by  its  patient  population. 

Community  Health  Management  Information 
Systems  (CHMIS)  An  automated  communica- 
tion network  supporting  the  transfer  of  clinical 
and  financial  information. 

Community  Mental  Health  Center  (CMHC)  An 
organization  (or  affiliated  group  of  organiza- 
tions) that  receives  federal  funding  under  the 
Community  Mental  Health  Centers  Act  of  1963 
to  make  available  within  a  geographical  catch- 
ment area  a  comprehensive  set  of  communitv- 
based  (principally  ambulatory)  mental  health 
services,  including  emergency  and  outpatient 
care,  consultation  and  education,  and  partial 
and  complete  hospitalization. 

Community  Rating  A  method  health  insurers  use  to 
determine  the  premium  costs  for  a  group  it  is 
planning  to  insure.  Under  this  system,  the 
insurer  bases  the  premiums  on  the  average 
health  care  costs  of  the  community  not  the  age, 
sex,  occupation  or  health  of  individual  subscrib- 
ers. The  premium  does  not  vary  for  different 
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groups  or  subgroups  of  subscribers  on  the  basis 
of  their  specific  claims  experience,  thereby 
spreading  risk  evenly  across  the  entire  commu- 
nity. 

Community  Rating  by  Class  (CRC)  (Class  Rating) 

For  federally  qualified  HMOs,  the  Community 
Rating  by  Class  is  the  adjustment  of  community- 
rated  premiums  on  the  basis  of  such  factors  as 
age,  sex,  family  size,  marital  status  and  industry 
classification.  These  health  plan  premiums 
reflect  the  experience  of  all  enrollees  of  a  given 
class  within  a  specific  geographic  area,  rather 
than  the  experience  of  any  one  employer  group. 

Competition  A  characteristic  of  market  economics  in 
which  buyers  choose  from  among  alternative 
goods  and  services  made  available  in  the  market 
by  two  or  more  sellers.  In  a  classic  competitive 
market,  there  are  many  buyers  and  many  sellers. 

Competitive  Medical  Plan  (CMP)  A  state-licensed 
entity,  other  than  a  federally  qualified  HMO, 
that  signs  a  Medicare  Risk  Contract  and  agrees 
to  assume  financial  risk  for  providing  care  to 
Medicare-eligible  persons  on  a  prospective, 
prepaid  basis.  These  services  are  provided 
primarily  by  physicians  who  are  under  contract, 
employed  by  or  partners  in  the  CMR  A  CMP  has 
fewer  restrictions  imposed  on  it  than  does  a 
federally  qualified  health  maintenance  organiza- 
tion, but  may  be  a  state-licensed  HMO.  Created 
by  the  Tax  Equity  and  Fiscal  Responsibility  Act 
of  1982. 

Computed  Tomography  (CT)  Scanner  A  diagnostic 
device  that  combines  X-ray  equipment  with  a 
computer  and  a  cathode  ray  tube  to  produce 
images  of  cross-sections  of  the  body.  See  Com- 
puterized Axial  Tomography. 

Computerized  Axial  Tomography  (CAT  Scanning) 
X-ray  technology  that  provides  detailed  images 
of  bones,  organs  and  body  tissues.  The  machine 
looks  at  the  body  in  cross-sectional  slices  by 
moving  the  X-ray  source's  detectors  in  a  circle 
around  the  body.  Detectors  then  send  the 
information  to  a  computer  that  builds  an  image 
on  a  computer  screen  instead  of  using  tradi- 
tional X-ray  film. 

CON  See  Certificate  of  Need  (CON)  Laws.  Condi- 
tions that  are  required  of  health  care  facilities 
(i.e.,  hospitals,  long-term  care  facilities,  home 
health  agencies)  to  receive  Medicare  patient 
reimbursement. 

Concurrent  Review  Evaluations  conducted  while  a 
patient  is  in  active  treatment. 

Conditionally  Renewable  A  type  of  health  insur- 
ance policy  that  allows  the  insured  to  renew  the 


plan  on  the  stated  date,  with  the  approval  of  the 
insurer.  The  conditions  of  the  renewal  are  stated 
in  the  policy. 

Confidence  Interval  A  range  within  which  an 
estimate  is  deemed  to  be  close  to  the  actual 
value  being  measured.  In  statistical  measure- 
ments, estimates  cannot  be  said  to  be  exact 
matches  but  rather  are  defined  in  terms  of  their 
probability  of  matching  the  value  of  the  thing 
being  measured. 

Congenital  Abnormality  or  Anomaly  Any  abnor- 
mality, whether  genetic  or  not,  that  is  present  at 
birth. 

Consolidation  Merging  two  or  more  health  care 
facilities  into  one  for  the  purpose  of  financial 
stability  and  improved  health  care  services. 

Consumer  One  who  may  receive  or  is  receiving 
health  services.  While  all  people  at  times  con- 
sume health  services,  a  consumer,  as  the  term  is 
used  in  health  legislation  and  programs,  is 
usually  someone  who  is  not  associated  in  any 
direct  or  indirect  way  with  the  provision  of 
health  services. 

Contiguous  Area  As  it  relates  to  health  professional 
shortage  areas  (HPSAs),  an  area  in  close  proxim- 
ity to  an  area  under  consideration  for  designa- 
tion as  a  HPSA  (proximity  is  based  on  travel 
time  from  the  population  center  of  the  service 
area  to  the  center  of  the  contiguous  areas). 

Continuing  Medical  Education  (CME)  Formal 

education  obtained  by  a  health  professional  after 
completing  his  or  her  degree  and  full-time 
postgraduate  training.  For  physicians,  some 
states  require  CME  (usually  50  hours  per  year) 
for  continued  licensure,  as  do  some  specialty 
boards  for  certification. 

Continuity  of  Care  Medical  care  that  proceeds 
without  interruption  across  time  and  across 
different  sites  and  levels  of  care. 

Contract  In  insurance,  an  agreement  by  which  the 
insurer  agrees  to  provide  insurance  benefits,  to 
protect  against  losses  and  to  provide  a  written 
statement  outlining  the  insurance  provisions.  In 
turn,  the  insured  agrees  to  pay  the  insurer  a  set 
fee,  called  a  premium,  and  other  considerations. 

Contract-managed  Hospitals  General  daily  manage- 
ment of  a  hospital  by  another  organization 
under  a  formal  contract.  The  managing  organi- 
zation reports  directly  to  the  board  of  trustees  or 
owners  of  the  managed  hospital.  The  managed 
hospital  retains  total  legal  responsibility  and 
ownership  of  the  facility. 

Contractual  Allowance  The  difference  between 
what  hospitals  bill  and  what  they  receive  in 
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payment  from  third-party  payers,  most  com- 
monly government  programs.  Also  known  as 
contractual  adjustment. 

Contribution  Margin  Revenue  from  sales  less  all 
variable  expenses. 

Contributory  A  general  term  that  describes  any 
employee  insurance  plan  where  the  employee 
pays  a  portion  of  the  premium. 

Conversion  Privilege  The  right  to  switch  insurance 
plans  on  an  annual  basis  regardless  of  age  or 
physical  condition.  HMOs  must  provide  an 
annual  renewal  period  so  that  their  members 
have  the  right  to  remain  with  the  HMO  on  a 
voluntary  basis  or  convert  to  another  plan  if 
they  wish.  A  conversion  privilege  also  refers  to 
the  right  of  an  insured  employee  (in  an  em- 
ployer-sponsored group  plan)  to  convert  to  an 
individual  health  plan /policy  if  the  group  plan 
is  canceled  or  if  the  individual's  employment 
ends. 

Cooperative  or  Alliance  of  Hospitals  and  Other 
Facilities  A  formal  organization  working  on 
behalf  of  its  individual  members  for  specific 
purposes  (e.g.,  sharing  of  services,  development 
of  staff  education  programs,  legislative  advo- 
cacy). 

Coordination  of  Benefits  (COB)  Procedures  used  by 
insurers  to  avoid  duplicate  payment  for  losses 
insured  under  more  than  one  insurance  policy.  A 
coordination  of  benefits,  or  "non-duplication," 
clause  in  either  policy  prevents  double  payment 
by  making  one  insurer  the  primary  payer  and 
ensuring  that  not  more  than  100  percent  of  the 
cost  is  covered.  Standard  rules  determine  which 
of  two  or  more  plans,  each  having  COB  provi- 
sions, pays  its  benefits  in  full  and  which  be- 
comes the  supplementary  payer  on  a  claim. 

COP  Conditions  of  Participation. 

Copayment  (Copay)  A  form  of  cost  sharing  in  which 
a  fixed  amount  of  money  is  paid  by  the  insured 
to  a  provider  practitioner  or  facility  for  each 
health  care  service  provided. 

COPC  Community-oriented  Primary  Care. 

CORF  Comprehensive  Outpatient  Rehabilitation 
Facility. 

Coronary  Care  Unit  The  area  of  a  hospital  that 
specializes  in  treating  heart-related  ailments. 

COSSHMO  Coalition  of  Hispanic  Health  and 
Human  Services  Organizations. 

Cost  Expenses  incurred  in  the  provision  of  services 
or  goods.  Many  different  kinds  of  costs  are 
defined  and  used.  (See  Allowable,  Direct, 
Indirect  and  Operating  Costs.)  Charges,  the 
price  of  a  service  or  amount  billed  an  individual 


or  third  party,  may  or  may  not  be  equal  to 
service  costs. 

Cost-based  Reimbursement  A  method  of  reimburs- 
ing medical  services  based  on  the  actual  costs 
incurred  in  treating  the  patient  (as  opposed  to  a 
pre-established  fee  for  each  individual  medical 
service).  Certified  Rural  Health  Clinics  (RHCs) 
are  reimbursed  on  a  cost-based  method.  That  is, 
the  actual  cost  of  the  facility  (rent  or  mortgage, 
utilities,  medical  providers  and  clerical  staff 
salaries,  equipment,  etc.),  divided  by  the  num- 
ber of  patients  treated  in  the  clinic  within  a  year 
yields  the  per-patient  reimbursement  amount  to 
which  the  clinic  is  entitled.  There  is  a  ceiling  on 
the  per-patient  amount  RHCs  can  be  reimbursed 
under  this  system.  That  cap  tends  to  increase 
each  year  based  on  a  medical  inflation  formula 
determined  by  the  Health  Care  Financing 
Administration.  Hospitals  can  also  be  reim- 
bursed using  the  cost-based  method  for  certain 
outpatient  services.  However,  since  1983, 
inpatient  hospital  services  for  Medicare  patients 
have  been  paid  on  a  prospective  basis  with  a 
preset  payment  amount  based  on  the  particular 
procedure.  See  Diagnosis-related  Groups. 

Cost-benefit  Analysis  An  analytic  method  in  which 
a  program's  cost  is  compared  to  the  program's 
benefits  for  a  period  of  time,  expressed  in 
dollars,  as  an  aid  in  determining  the  best  invest- 
ment of  resources.  For  example,  the  cost  of 
establishing  an  immunization  service  might  be 
compared  with  the  total  cost  of  medical  care  and 
lost  productivity  that  will  be  eliminated  as  a 
result  of  more  persons  being  immunized.  Cost- 
benefit  analysis  also  can  be  applied  to  specific 
medical  tests  and  treatments. 

Cost  Center  An  accounting  device  whereby  all 
related  costs  attributable  to  some  "financial 
center"  within  an  institution,  such  as  a  depart- 
ment or  program,  are  segregated  for  accounting 
or  reimbursement  purposes. 

Cost  of  Goods  Sold  Inventoried  costs  that  are 
expensed  because  the  units  are  sold;  equals 
beginning  inventory  plus  cost  of  goods  pur- 
chased or  manufactured  minus  ending  inven- 
tory. 

Cost-per-Case  Limits  Reimbursement  Limits 

imposed  by  the  government  on  each  Medicare 
admission  to  hospitals. 

Cost  Sharing  Any  provision  of  a  health  insurance 
policy  that  requires  the  insured  individual  to 
pay  some  portion  of  medical  expenses.  The 
general  term  includes  deductibles,  copayments 
and  coinsurance. 
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Cost  Shifting  A  practice  used  by  health  insurers  to 
increase  premiums  for  one  group  of  business  to 
offset  cost  from  another  line  of  business,  like 
Medicare  and  Medicaid  recipients.  When  those 
who  are  uninsured  receive  and  are  unable  to  pay 
for  medical  care,  the  cost  of  that  uncompensated 
care  is  shifted  or  passed  along  to  those  who  have 
insurance  in  the  form  of  higher  practitioner  fees, 
hospital  charges  and  insurance  premiums. 
Although  hospitals  and  other  providers  may 
write  off  the  cost  of  this  uncompensated  care, 
there  is  little  doubt  that  the  overall  cost  of  health 
care  is  substantially  increased  for  those  who  pay 
for  health  coverage.  Also,  most  will  acknowl- 
edge that  the  Medicare  and  Medicaid  programs 
play  a  role  in  cost  shifting.  Some  studies  indicate 
that  Medicare's  payment  rates  for  services  are 
approximately  40  percent  lower  than  private 
insurance  company  payment  rates  for  similar 
services. 

COTH  Council  of  Teaching  Hospitals. 

Coverage  Entire  range  of  protection  provided  under 
an  insurance  contract. 

Covered  Expenses  Medical  and  related  costs  experi- 
enced by  those  covered  under  an  insurance 
policy  who  qualify  for  reimbursement  under 
terms  of  an  insurance  contract. 

Covered  Services  Health  care  services  covered  by  an 
insurance  plan. 

CP  Clinical  Psychologist. 

CPD  Cost  Per  Discharge. 

CPHA  Commission  on  Professional  and  Hospital 
Activities.  This  commission  compiles  national 
medical  information  and  data  related  to  improv- 
ing hospital  and  medical  care. 

CPI  Consumer  Price  Index. 

CPR  See  Customary,  Prevailing  and  Reasonable. 

CPT  Common  Procedural  Terminology. 

CPT-4  See  Current  Procedural  Terminology,  Fourth 
Edition. 

Credentialing  The  recognition  of  professional  or 
technical  competence.  The  credentialing  process 
may  include  registration,  certification,  licensure, 
professional  association  membership  or  the 
award  of  a  degree  in  the  field.  Certification  and 
licensure  affect  the  supply  of  health  personnel 
by  controlling  entry  into  practice  and  influence 
the  stability  of  the  labor  force  by  affecting 
geographic  distribution,  mobility  and  retention 
of  Workers.  Credentialing  also  determines  the 
quality  of  personnel  by  providing  standards  for 
evaluating  competence  and  by  defining  the 
scope  of  functions  and  how  personnel  may  be 
used. 


Critical  Emergencies  Illnesses  or  injuries  that 
require  help  within  a  matter  of  minutes  or  the 
patient  may  die,  or  that  require  the  use  of 
expensive  resources  such  as  an  emergency  room 
or  emergency  medical  service  system. 

CRNA  Certified  Registered  Nurse  Anesthetist. 

"Crow-fly"  Miles  A  term  used  to  describe  the 
straight-line  or  shortest  distance  in  miles  be- 
tween a  number  of  hospitals  regardless  of  the 
actual  or  practical  means  (e.g.,  roads)  available 
to  travel  between  these  hospitals. 

CRS  Congressional  Research  Service 

CRVS  California  Relative  Value  Studies. 

CSRS  Civil  Service  Retirement  System. 

CSW  Clinical  Social  Worker. 

CT  See  Computed  Tomography  Scanner. 

CTAA  Community  Transportation  Association  of 
America. 

Current  Cost  Cost  stated  in  terms  of  current  values 
(of  productive  capacity)  rather  than  in  terms  of 
acquisition  cost. 

Current  Procedural  Terminology,  Fourth  Edition 
(CPT-4)  A  manual  that  assigns  five  digit  codes  to 
medical  services  and  procedures  to  standardize 
claims  processing  and  data  analysis. 

Customary,  Prevailing  and  Reasonable  (CPR 

Charge  Method  [Medicare])  A  former  method 
of  paying  physicians  under  Medicare,  replaced 
by  the  resource-based  relative  value  scale 
(RBRVS).  Payment  for  a  service  is  limited  to  the 
lowest  of:  (1)  the  physician's  billed  charge  for 
the  service,  (2)  the  physician's  customary  charge 
for  the  service,  or  (3)  the  prevailing  charge  for 
that  service  in  the  community.  Similar  to  the 
Usual,  Customary  and  Reasonable  system  used 
by  private  insurers. 

Customary  Charge  In  the  absence  of  unusual 
medical  circumstances,  the  maximum  amount 
that  a  Medicare  carrier  will  approve  for  payment 
for  a  particular  service  provided  by  a  particular 
physician  practice.  The  carrier  computes  the 
customary  charge  on  the  basis  of  the  actual 
amount  that  a  physician  practice  or  supplier 
generally  charges  for  a  specific  service. 

Prevailing  Charge  In  the  absence  of  unusual 
medical  circumstances,  the  maximum  amount  a 
Medicare  carrier  will  approve  for  payment  for  a 
particular  service  provided  by  any  physician 
practice  within  a  particular  peer  group  and 
locality  (see  "prevailing  charge  locality"). 
Generally,  this  amount  is  equal  to  the  lowest 
charge  in  an  array  of  customary  charges  that  is 
high  enough  to  include  75  percent  of  all  the 
relevant  customary  charges. 


is 
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Customary,  Prevailing  and  Reasonable 


Approved  or  Reasonable  Charge  An  individual 
charge  determination  made  by  a  Medicare 
carrier  on  a  covered  Part  B  medical  service  or 
supply.  In  the  absence  of  unusual  medical 
circumstances,  it  is  the  lowest  of:  (1)  the 
physician's  or  suppliers'  customary  charge  for 
that  service,  (2)  the  prevailing  charge  for  similar 


services  in  the  locality,  (3)  the  actual  charge 
made  by  the  physician  or  supplier,  and  (4)  the 
carrier's  private  business  charge  for  a  compa- 
rable service.  Also  called  allowed  charge  or 
reasonable  charge.  See  also  Resource-based 
Relative  Value  Scale  (RBRVS). 
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Date  of  Issue  Date  when  the  insurer  issued  an 

insurance  policy  to  an  individual  or  a  company. 

Day  Treatment  A  specialized  and  intensive  form  of 
mental  health  service,  less  restrictive  than 
inpatient  care,  in  which  the  partially  hospital- 
ized patient  receives  treatment  for  five  to  six 
hours  a  day. 

DD  See  Developmental  Disability. 

DDM  Doctor  of  Dental  Medicine. 

DDS  Doctor  of  Dental  Surgery. 

DEA  Drug  Enforcement  Administration. 

Debt  Service  Required  payments  for  interest  on  and 
retirement  of  a  debt;  the  amount  needed, 
supplied  or  accrued  for  meeting  such  payments 
during  any  given  accounting  period;  a  budget  or 
operating  statement  heading  for  such  items. 

Deductible  The  amount  of  loss  or  expense  that  must 
be  incurred  by  an  insured  or  otherwise  covered 
individual  before  an  insurer  will  assume  any 
liability  for  all  or  part  of  the  remaining  cost  of 
covered  services.  Deductibles  may  be  either 
fixed-dollar  amounts  or  the  value  of  specified 
services  (such  as  two  days  of  hospital  care  or 
one  physician  visit).  Deductibles  are  usually  tied 
to  some  reference  period  over  which  they  must 
be  incurred,  e.g.,  $100  per  calendar  year,  benefit 
period  or  spell  of  illness. 

Default  Failure  to  pay  debt  service  when  due. 

Defined  Benefit  Funding  mechanisms  for  pension 
plans  that  also  can  be  applied  to  health  benefits. 
Typical  pension  approaches  include:  (1)  pegging 
benefits  to  a  percentage  of  an  employee's 
average  compensation  over  his  or  her  entire 
service  or  over  a  particular  number  of  years,  (2) 
calculation  of  a  flat  monthly  payment,  and  (3) 
setting  benefits  based  on  a  definite  amount  for 


each  year  of  service,  either  as  a  percentage  of 
compensation  for  each  year  of  service  or  as  a  flat 
dollar  amount  for  each  year  of  service. 

Defined  Contribution  Funding  mechanism  for 
pension  plans  that  also  can  be  applied  to  health 
benefits  based  on  a  specific  dollar  contribution, 
without  defining  the  services  to  be  provided. 

Degree  of  Shortage  See  Priority  Groups. 

Deinstitutionalization  Policy  that  calls  for  the 
provision  of  supportive  care  and  treatment  for 
medically  and  socially  dependent  individuals  in 
the  community  rather  than  in  an  institutional 
setting. 

Demand  In  health  economics,  the  amount  of  a  good 
or  service  consumers  are  willing  and  able  to  buy 
at  varying  prices,  given  constant  income  and 
other  factors.  Demand  should  be  distinguished 
from  utilization,  the  amount  of  services  actually 
used,  and  needed,  which  has  a  normative 
connotation  and  relates  to  the  amount  of  goods 
or  services  that  should  be  consumed  based  on 
professional  value  judgments. 

Dental  Insurance  A  health  insurance  contract,  rider 
or  provision  that  reimburses  the  subscriber  for 
dental  expenses. 

Developmental  Disability  (DD)  A  severe,  chronic 
disability  that  is  attributable  to  a  mental  or 
physical  impairment  or  combination  of  mental 
and  physical  impairments;  is  manifested  before 
the  person  attains  age  22;  is  likely  to  continue 
indefinitely;  results  in  substantial  functional 
limitations  in  three  or  more  of  the  following 
areas  of  major  life  activity:  self-care,  receptive 
and  expressive  language,  learning,  mobility,  self- 
direction,  capacity  of  independent  living, 
economic  self-sufficiency;  and  reflects  the 
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DHEW 


DRG 


person's  needs  for  a  combination  and  sequence  of 
special,  interdisciplinary  or  generic  care  treat- 
ments of  services  that  are  of  lifelong  or  extended 
duration  and  are  individually  planned  and 
coordinated. 

DHEW  Department  of  Health,  Education  and 
Welfare  (now  DHHS). 

DHHS  Department  of  Health  and  Human  Services. 

Diagnosis  Identification  of  a  disease  or  condition  by 
a  scientific  study  of  the  patient's  physical  symp- 
toms, history,  diagnostic  tests  and  procedures. 

Diagnosis-related  Groups  (DRG)  Acronym  for 
diagnosis-related  groups,  a  system  where  the 
hospital  receives  a  fixed  payment  for  each  type  of 
medical  procedure,  regardless  of  whether  the 
hospital's  cost  is  greater  or  less  than  the  payment 
itself.  The  categories  are  defined  by  medical 
diagnosis,  treatments,  patient  age,  patient  sex 
and  discharge  status.  The  federal  government 
uses  this  type  of  system  to  reimburse  hospitals 
for  care  delivered  to  Medicare  subscribers.  DRGs 
are  the  case-mix  measure  mandated  for 
Medicare's  prospective  payment  system  by  the 
Social  Security  Amendments  of  1983  (Public  Law 
98-21). 

Diagnostic  Center  Free-standing  or  hospital-based 
facility  that  specializes  in  diagnosing  illness  and 
injuries. 

Direct  Cost  A  cost  that  is  identifiable  directly  with  a 
particular  activity,  service  or  product  of  the 
program  experiencing  the  costs.  These  costs  do 
not  include  the  allocation  of  costs  to  a  cost  center 
that  are  not  specifically  attributable  to  that  cost 
center. 

Direct  Reimbursement  Payment  for  services  that  is 
submitted  directly  to  the  health  care  practitioner 
who  provided  those  services. 

Disability  Any  limitation  of  physical,  mental  or 

social  activity  of  an  individual  as  compared  with 
other  individuals  of  similar  age,  sex  and  occupa- 
tion. Frequently  refers  to  limitation  of  a  person's 
usual  or  major  activities,  most  commonly  voca- 
tional. There  are  varying  types  of  disability: 
functional,  vocational  and  learning;  degree, 
partial  and  total;  and  duration,  temporary  and 
permanent.  Public  programs  often  provide 
benefits  for  specific  disabilities,  such  as  total  and 
permanent. 

Disability  Condition  Permanent  or  temporary 
conditions  that  prevent  or  limit  an  individual's 
ability  to  engage  in  normal  activities. 

Disability  Income  Insurance  Type  of  health  insur- 
ance that  periodically  pays  a  disabled  subscriber 
to  replace  income  lost  during  the  period  of 
disability. 


Discharge  The  release  of  a  patient  from  a  provider's 
care,  usually  referring  to  the  date  at  which  a 
patient  checks  out  of  a  hospital. 

Disease  May  be  defined  as  a  failure  of  the  adaptive 
mechanisms  of  an  organism  to  counteract 
adequately,  normally  or  appropriately  to  stimuli 
and  stresses  to  which  it  is  subjected,  resulting  in 
a  disturbance  in  the  function  or  structure  of 
some  part  of  the  organism.  This  definition 
emphasizes  that  disease  is  multifactorial  and 
may  be  prevented  or  treated  by  changing  any  or 
a  combination  of  the  factors.  Disease  is  an 
elusive  and  difficult  concept  to  define,  being 
largely  socially  defined.  Thus,  criminality  and 
drug  dependence  are  currently  seen  by  some  as 
diseases,  when  they  were  previously  considered 
to  be  moral  or  legal  problems. 

Dismemberment  Loss  of  body  parts  or  loss  of 

function  of  body  parts  stemming  from  acciden- 
tal physical  injury. 

Disproportionate  Share  Hospital  (DSH)  A  designa- 
tion given  to  a  hospital  by  the  Health  Care 
Financing  Administration  (HCFA)  that  provides 
services  to  a  relatively  large  number  of  low- 
income  patients.  This  designation  allows  for 
special  rates  of  reimbursement. 

Distance  Learning  A  method  of  providing  continu- 
ing medical  or  other  education  in  which  partici- 
pants do  not  travel  to  a  removed  site  but  instead 
use  electronic  or  other  communications  means, 
i.e.,  teleconferences,  remote  satellite  video,  home 
study  programs  and  the  like. 

DNB  Diplomat  of  National  Boards  (AOA).  Doctor  of 
Osteopathy  medical  school  examination  process 
recognized  by  licensing  jurisdictions. 

DO  See  Doctor  of  Osteopathy. 

DOC  Department  of  Commerce. 

Doctor  of  Osteopathy  A  physician  from  a  school  of 
medicine  that  stresses  the  relationship  between 
muscles  and  bones  to  other  parts  of  the  body. 

DOD  Department  of  Defense. 

DOE  Department  of  Education. 

DOI  Department  of  the  Interior. 

DOL  Department  of  Labor. 

DOT  Department  of  Transportation. 

Double  Indemnity  Health  policy  where  twice  the 
benefit  is  paid  in  the  event  of  a  loss  covered 
under  the  policy. 

Downsizing  (of  hospitals  and  other  health  care 
facilities)  Taking  actions  such  as  reducing  the 
number  of  beds  and  staff  with  the  goal  of 
reducing  expenses  to  cope  with  diminished 
demand  for  services. 

DRG  See  Diagnosis-related  Groups. 
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DRG  Outliers 


DVA 


DRG  Outliers  Cases  with  unusually  high  or  low 
resource  use.  Defined  by  the  Social  Security 
Amendments  of  1983  (Public  Law  98-21)  as 
atypical  hospital  cases  that  have  either  an 
extremely  long  length  of  stay  or  extraordinarily 
high  costs  when  compared  to  most  discharges 
classified  in  the  same  diagnosis-related  group. 
(See  Diagnosis-Related  Groups) 

DSH  See  Disproportionate  Share  Hospital. 

Dual  Choice  The  opportunity  for  an  insured  person 
within  a  group  health  plan  to  choose  from 


among  two  or  more  different  arrangements  for 
health  care  coverage  (e.g.,  between  an  indem- 
nity /  fee-for-service  plan  and  an  HMO).  Section 
1310  of  the  federal  HMO  Act  requires  that 
HMOs  offer  the  dual  choice  option. 

Durable  Medical  Equipment  Prescribed  medical 
equipment  (e.g.,  wheelchair,  respirator)  that  can 
be  used  for  an  extended  period  of  time. 

DVA  Department  of  Veterans  Affairs  (Veterans 
Administration). 
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EACH  See  Essential  Access  Community  Hospital 
(EACH/RPCH). 

EACH/RPCH  Essential  Access  Community  Hospi- 
tal/Rural Primary  Care  Hospital.  A  federal 
program  with  limited  inpatient  capacity  that 
encourages  the  formal  development  of  rural 
health  care  systems  in  which  smaller  facilities 
treat  minor  problems  with  less  expensive 
resources  and  become  affiliated  with  larger 
facilities  that  treat  more  life-threatening  illnesses 
with  expensive  resources.  The  goal  of  the 
program  is  to  ensure  that  rural  residents  have 
access  to  basic  health  care  services  that  are 
financially  self-sustaining. 

EAF  Essential  Access  Facility. 

Early  and  Periodic  Screening,  Diagnosis  and 
Treatment  Program  (EPSDT)  A  program 
mandated  by  law  as  part  of  the  Medicaid 
program.  The  law  requires  that  all  states  have  in 
effect  a  program  for  eligible  children  under  age 
21  to  ascertain  their  physical  or  mental  defects 
and  to  provide  such  health  care  treatments  and 
other  measures  that  are  required  to  correct  or 
ameliorate  defects  and  chronic  conditions 
discovered.  The  state  programs  also  have  active 
outreach  components  to  inform  eligible  persons 
of  the  benefits  available  to  them,  to  provide 
screening  and,  if  necessary,  to  assist  in  obtaining 
appropriate  treatment. 

ECF  Extended  Care  Facility. 

ECFMG  Educational  Commission  for  Foreign 

Medical  Graduates.  Administers  United  States 
Medical  Licensing  Examination  steps  1  and  2, 
and  the  ECFMG  English  test  as  the  process  of 
certification  for  all  international  medical  gradu- 
ates seeking  licensure  and/ or  residency/ 


fellowship  appointment  to  Accreditation  Coun- 
cil for  Graduate  Medical  Education  programs. 

ECH  Emergency  Care  Hospital. 

EDA  Economic  Development  Administration 
(DOC). 

EDI  See  Electronic  Data  Interchange. 
EEO  Equal  Employment  Opportunity. 
EEOC  Equal  Employment  Opportunity  Commis- 
sion. 

Elder  Care  Employers  are  being  asked  by  employees 
to  provide  cash  or  other  benefits  to  assist  them 
in  providing  for  the  health  care  of  their  parents 
or  other  elderly  members  of  their  families.  Some 
experts  predict  that  elder  care  will  become  as 
important  as  employee  requests  for  assistance 
with  child  care. 

Elective  Benefits  Lump-sum  reimbursements  for 
select  injuries. 

Elective  Procedure  Usually  refers  to  medical  proce- 
dures, particularly  surgery,  that  are  not  immedi- 
ately necessary  to  maintain  life  or  health  (i.e., 
procedures  that  can  often  be  scheduled  weeks  or 
months  in  advance). 

Electronic  Claim  A  digital  representation  of  a 
medical  bill  generated  by  a  provider  or  by  the 
provider's  billing  agent  for  submission  using 
telecommunications  to  a  health  insurance  payer. 

Electronic  Data  Interchange  (EDI)  The  mutual 
exchange  of  routine  information  between 
business  using  standardized,  machine-readable 
formats. 

Electronic  Fetal  Monitoring  Continuous  monitoring 
of  the  fetal  heart  rate  and  uterine  contractions 
through  the  use  of  an  electrode  and  an  amniotic 
fluid  catheter  and  pressure  transducer  attached 
to  the  mother's  abdomen.  This  process  is  used  to 
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Eligibility 


Evaluation  and  Management  Services 


detect  abnormal  fetal  cardiac  patterns  during 
labor  and  delivery. 

Eligibility  An  individual's  status  with  respect  to 
receiving  medical  services  as  a  covered  benefit. 

Eligibility  Period  Describes  the  time  period  in 
which  potential  members  of  a  health  insurance 
plan  can  enroll  without  making  available 
information  about  themselves,  even  if  they  are 
"bad  risks."  May  also  be  the  time  period  under  a 
major  medical  policy  when  reimbursable 
expenses  can  be  accrued. 

Emergency  Medical  Services  (EMS)  Provides 

emergency  medical  care  to  a  specific  population. 
A  central  communications  system  and  transpor- 
tation capabilities  are  essential  to  the  service. 

Emergency  Medical  Technician  (EMT)  Trained 
volunteers  or  paid  professionals  who  deliver 
emergency  care  from  and  on  an  ambulance;  the 
EMT's  authority  and  ability  to  perform  invasive 
procedures  increases  with  levels  of  training. 

Emergency  Medical  Technician  Basic  (EMT  Basic) 
An  EMT  at  the  entry  or  volunteer  level  who 
stabilizes  patients  without  the  use  of  highly 
technical  skills. 

Emergency  Medical  Technician  Intermediate  (EMT 
Intermediate)  An  EMT  at  the  middle  level  who 
performs  more  technical  procedures  under 
direct  authorization  of  a  physician. 

Employee  Benefits  Program  Health  insurance  and 
other  benefits,  beyond  salaries,  offered  to 
employees  at  their  place  of  work.  The  employer 
typically  picks  up  all  or  part  of  the  cost  of  the 
benefits. 

Employee  Retirement  Income  Security  Act 
(ERISA)  A  federal  act  passed  in  1974  that 
established  new  standards  and  reporting/ 
disclosure  requirements  for  employer-funded 
pension  and  health  benefit  programs.  To  date, 
self-funded  health  benefit  plans  operating  under 
ERISA  have  been  held  to  be  largely  exempt  from 
state  insurance  laws. 

Employer  Mandate  When  the  government  man- 
dates or  requires  that  all  employers  provide 
health  coverage  to  their  employees  or  face 
penalties.  To  date,  Hawaii  is  the  only  state  with 
such  a  mandate.  Some  employer  mandate 
proposals  would  exempt  businesses  with  small 
numbers  of  employees. 

EMS  See  Emergency  Medical  Services. 

EMT  See  Emergency  Medical  Technician. 

Encounter  A  contact  between  an  individual  and  the 
health  care  system  for  a  health  care  service  or  set 
of  services  related  to  one  or  more  medical 
conditions. 


Endowments  Funds  established  by  an  institution  to 
accept  monetary  contributions  from  private 
sources. 

EPA  Exclusive  Provider  Arrangement. 

Epidemic  A  group  of  cases  of  a  specific  disease  or 
illness  clearly  in  excess  of  what  one  would 
normally  expect  in  a  particular  geographic  area. 
There  is  no  absolute  criterion  for  using  the  term 
epidemic;  as  standards  and  expectations  change, 
so  might  the  definition  of  an  epidemic,  e.g.,  an 
epidemic  of  violence. 

Epidemiology  The  study  of  the  patterns  of  determi- 
nants and  antecedents  of  disease  in  human 
populations.  Epidemiology  uses  biology,  clinical 
medicine  and  statistics  in  an  effort  to  under- 
stand the  etiology  (causes)  of  illness  and  disease. 
The  ultimate  goal  of  the  epidemiologist  is  not 
merely  to  identify  underlying  causes  of  a  disease 
but  to  apply  findings  to  disease  prevention  and 
health  promotion. 

EPSDT  See  Early  and  Periodic  Screening,  Diagnosis 
and  Treatment  program. 

ER  Emergency  Room. 

ERISA  See  Employee  Retirement  Income  Security 
Act. 

ESRD  End-stage  Renal  Disease. 

Essential  Access  Community  Hospital  (EACH/ 
RPCH)  A  newly  designated  type  of  rural 
hospital  created  by  Congress  in  1989  (Public 
Law  101-239).  Limited  to  hospitals  in  only  a  few 
states,  EACHs  will  be  facilities  of  at  least  75  beds 
that  provide  backup  to  Rural  Primary  Care 
Hospitals  (RPCHs)  as  part  of  a  patient  referral 
network.  Designated  facilities  will  automatically 
qualify  for  Medicare's  payment  rules  for  Sole 
Community  Hospitals. 

Essential  Community  Provider  A  term,  contained  in 
a  number  of  health  care  reform  proposals,  that 
describes  those  providers  who  are  essential  to 
the  delivery  of  primary  care  and  preventive 
services. 

ESWL  Extracorporeal  Shock  Wave  Lithotripsy. 
ET  Expenditure  Target. 

ETC  Education  and  Training  Center  (HIV/ AIDS). 

Etiology  Cause  or  origin  of  disease.  A  term  used  by 
epidemiologists. 

Evaluation  and  Management  Services  (E&M 
Services)  Often  described  as  cognitive  or 
medical  decision-making  services,  these  are 
patient  evaluation  and  management  functions 
performed  during  patient  office  visits,  outpa- 
tient visits  and  hospital  visits  or  consultations. 
E&M  services  consist  largely  of  taking  the 
patient's  history,  physical  examination  and 
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Exclusion 


Extracorporeal  Shock  Wave  Lithotripsy 


medical  decision  making.  Under  Medicare's 
Resource-Based  Relative  Value  Scale  (which 
went  into  effect  Jan.  1,  1992),  HCFA  has  at- 
tempted to  upgrade  the  value  (and  fee  sched- 
ules) for  E&M  services  while  holding  down  the 
fees  paid  for  surgical  and  more  technical  types 
of  services. 

Exclusion  Clauses  in  an  insurance  contract  that  deny 
coverage  for  select  individuals,  groups,  loca- 
tions, properties  or  risks. 

Exclusive  Provider  Arrangement  (EPA)  An  indem- 
nity or  service  plan  that  provides  benefits  only  if 
care  is  rendered  by  the  institutional  and  profes- 
sional providers  with  which  it  contracts  (with 
some  exceptions  for  emergency  and  out-of-area 
services). 

Exclusive  Provider  Organization  (EPO)  EPOs  are 
similar  to  PPOs  in  their  organization  and 
purpose.  Unlike  PPOs,  however,  EPOs  com- 
pletely limit  their  members  to  EPO  participating 
providers  for  all  health  care  services.  The  EPO 
does  not  cover  services  received  from  non-EPO 
providers  (except,  perhaps,  for  emergency 
situations).  Some  EPOs  parallel  HMOs  in  that 
they  use  a  gatekeeper  approach  to  authorize 
access  to  non-primary  care  services. 

Exclusivity  Clause  A  part  of  a  contract  that  prohibits 
physicians  from  contracting  with  more  than  one 
health  maintenance  organization  or  preferred 
provider  organization. 

Expenditure  Target  (ET)  A  mechanism  to  adjust  fee 
updates  (or  the  fees  themselves)  based  on  how 
actual  expenditures  in  an  area  compare  to  a 
target  for  those  expenditures. 

Expenses  Per  Inpatient  Day  Expenses  incurred  for 
inpatient  care  only,  derived  by  dividing  total 
expenses  by  the  number  of  inpatient  days 
during  a  particular  period. 


Experience  Rating  A  method  insurance  companies 
use  in  determining  risk  and  setting  premiums 
(or  rates)  based  on  the  dollar  amount  and /or 
frequency  of  a  group's  past  medical  claims. 
Groups  whose  workers  have  a  higher  incidence 
of  illness  and  claims  tend  to  be  charged  the 
highest  premiums.  Some  suggest  that  this  causes 
employers  to  discriminate  against  and  not  hire 
workers  who  have  pre-existing  medical  prob- 
lems. Experience  rating  is  the  opposite  of 
community  rating  and  is  not  permitted  under 
federal  HMO  qualification  requirements. 

Expiration  The  date  an  insurance  policy  indicates  it 
will  no  longer  cover  the  insured  against  loss  or 
injury. 

Explanation  of  Benefits  (EOB)  An  explanation, 

prepared  by  the  third-party  payer  or  administra- 
tor, of  the  covered  and  reimbursed  medical 
benefits;  or  an  explanation  for  the  denial  of  such 
benefits. 

Extended  Care  Long-term  care,  ranging  from 

routine  assistance  for  daily  activities  to  sophisti- 
cated medical  and  nursing  care  for  those  need- 
ing it.  The  care,  which  is  covered  under  certain 
insurance  policies,  can  be  provided  in  homes, 
day-care  centers  or  other  facilities. 

Extended  Coverage  A  provision  in  health  insurance 
contracts  that  allows  a  subscriber  to  receive 
coverage  for  specified  medical  expenses  after  the 
policy  has  been  terminated.  These  could  include 
maternity  expenses  incurred  for  an  active 
pregnancy  at  the  time  the  policy  expired. 

Extracorporeal  Shock  Wave  Lithotripsy  (ESWL)  A 
technique  for  disintegrating  urinary  tract  stones 
that  uses  shock  waves  generated  outside  a 
patient's  body  and  does  not  require  a  surgical 
incision. 
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Face  Amount  The  dollar  amount  of  coverage 
provided  under  an  insurance  agreement, 
typically  found  on  the  cover  of  the  policy  itself. 

FAH  Federation  of  American  Hospitals. 

FAHS  Federation  of  American  Health  Systems. 

Family  Practice  A  form  of  specialty  practice  in 
which  physicians  provide  continuing  compre- 
hensive primary  care  within  the  context  of  the 
family  unit. 

Favorable  Selection  A  tendency  for  utilization  of 
health  services  in  a  population  group  to  be 
lower  than  expected  or  estimated. 

FDA  Food  and  Drug  Administration  (DHHS). 

Federal  Employees  Health  Benefits  Program 

(FEHBP)  A  program  administered  through  the 
U.S.  Office  of  Personnel  Management,  it  is  the 
largest  employer-sponsored  health  plan  in  the 
world,  covering  some  nine  million  federal 
employees,  retirees  and  their  dependents. 

Federally  Qualified  Health  Center  (FQHC)  A 
federal  payment  option  that  enables  qualified 
providers  in  medically  underserved  areas  to 
receive  cost-based  Medicare  and  Medicaid 
reimbursement  and  allows  for  the  direct  reim- 
bursement of  nurse  practitioners,  physician 
assistants  and  certified  nurse-midwives.  Federal 
legislation  creating  the  FQHC  category  was 
enacted  in  1989. 

Federally  Qualified  HMOs  A  health  insurance/ 

provider  organization  that  offers  a  wide  range  of 
comprehensive  health  care  services  to  a  specific 
group  for  a  fixed  payment  (premium).  Federally 
Qualified  Health  Maintenance  Organizations 
(FQHMOs)  are  HMOs  that  are  eligible  for 
qualification  under  federal  law  (Public  Law  93- 
222).  Enacted  in  1973  and  known  as  the  HMO 


Act,  it  is  authorized  the  expenditure  of  federal 
funds  to  establish  and  develop  HMOs  over  a 
five-year  period  of  time.  The  act  requires  that 
employers  who  provide  health  insurance  and 
have  25  or  more  employees  offer  the  FQHMO's 
plan  (if  requested  by  the  FQHMO)  to  employ- 
ees. 

To  become  federally  qualified,  HMOs  must 
provide  a  specific  range  of  basic  health  services 
and  offer  the  subscriber  the  opportunity  to 
purchase  optional  health  services.  HMOs  that 
meet  certain  federally  stipulated  provisions 
aimed  at  protecting  consumers  (for  example, 
providing  a  broad  range  of  basic  health  services, 
ensuring  financial  solvency  and  monitoring 
quality  of  care)  are  eligible  to  apply  for  federal 
qualification.  The  qualification  process  is 
administered  by  the  Office  of  Prepaid  Health 
Care  within  the  Health  Care  Financing  Adminis- 
tration. 

Federal  Office  of  Rural  Health  Policy  See  Office  of 
Rural  Health  Policy. 

Federal  Tort  Claims  Act  (FTCA)  Enacted  in  1946  [28 
USCA  sec  1346(b)(Supp.  1988)],  the  FTCA  allows 
an  injured  party  to  sue  the  U.S.  government. 

Fee-f  or-Service  The  traditional  way  of  billing  for 
health  care  services.  Under  this  system,  there  is  a 
separate  charge  for  each  patient  visit  and  the 
service  provided.  Under  a  fee-for-service 
payment  system,  expenditures  increase  if  the 
fees  themselves  increase,  if  more  units  of  service 
are  provided  or  if  more  expensive  services  are 
substituted  for  less  expensive  ones.  This  system 
contrasts  with  salary,  per  capita  or  other  prepay- 
ment systems,  where  the  payment  to  the  physi- 
cian is  not  changed  with  the  number  of  services 
actually  used. 
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Fee  Schedule 


Full  Coverage 


Fee  Schedule  (for  physician  services)  An  exhaus- 
tive list  of  physician  services  in  which  each 
entry  is  associated  with  a  specific  monetary 
amount  that  represents  the  approved  payment 
level  for  a  given  insurance  plan. 

FEHBP  See  Federal  Employee  Health  Benefits 
Program. 

Fellowship  A  training  program  of  usually  one  to 
three  years  that  a  physician  completes  after  a 
residency  program.  Completion  of  a  fellowship 
allows  the  physician  to  call  himself  or  herself  a 
subspecialist  in  a  specific  field  of  medicine  (e.g., 
allergist  cardiologist,  nephrologist). 

Fertility  Rate  The  annual  number  of  live  births  per 
1,000  women  of  childbearing  age  (15  to  49 
years)  in  a  defined  population  as  a  proportion 
of  the  estimated  mid-year  population  of  women 
15  to  49  years  of  age. 

Fetal  Death  The  product  of  conception  that,  after 
separation  from  its  mother,  does  not  breathe  or 
show  other  signs  of  life  required  to  meet  the 
World  Health  Organization's  criteria  for  a  live 
birth.  Compare  Live  Birth. 

Fetal  Mortality  Ratio  The  annual  number  of  fetal 
deaths  as  a  proportion  of  the  annual  number  of 
live  births. 

FICA  Federal  Insurance  Contributions  Act. 

Fiduciary  Relating  to  or  founded  upon  a  trust  or 
confidence.  A  fiduciary  relationship  exists 
where  an  individual  or  organization  has  an 
explicit  or  implicit  obligation  to  act  in  behalf  of 
another  person's  or  organization's  interests  in 
matters  that  affect  the  other  person  or  organiza- 
tion. A  physician  has  such  a  relationship  with 
his  or  her  patient,  and  a  hospital  trustee  has  one 
with  a  hospital. 

Financial  Feasibility  The  projected  ability  of  a 
provider  to  pay  the  capital  and  operating  costs 
associated  with  the  delivery  of  a  proposed 
health  care  service. 

Financial  Feasibility  Study  A  rigorous  study, 
including  financial  projections,  that  outlines 
reasonable  expectations  of  what  will  occur  in  a 
given  market. 

Financial  Viability  Study  A  study  to  determine  the 
break-even  point  of  an  entity.  It  includes  the  use 
of  models  to  project  revenues  and  expenses  for 
a  five-  to  10-year  span. 

First-dollar  Coverage  Health  policies  that  pay  all 
medical  expenses  up  to  a  predetermined  limit, 
without  a  deductible  charge. 

Fixed  Benefit  Unlike  a  reimbursement  benefit,  the 
dollar  value  of  a  fixed  benefit  does  not  change, 
regardless  of  the  loss  or  expense  the  policy- 
holder incurs. 


Fixed  Costs  An  operating  expense  that  does  not 
vary,  at  least  over  the  short  term,  with  the 
volume  of  services  provided. 

FLEX  Federation  Licensing  Examination.  Once 
required  of  all  international  medical  graduates; 
no  longer  administered.  Replaced  by  the  U.S. 
Medical  Licensing  Examination. 

FMG  Foreign  Medical  Graduate. 

FMGEMS  Foreign  Medical  Graduate  Examination 
in  the  Medical  Sciences.  Last  administered  July 
1993.  Once  required  of  all  international  medical 
graduates.  Replaced  by  the  U.S.  Medical  Licens- 
ing Examination  steps  1  and  2. 

FmHA  Farmers  Home  Administration  (USDA). 

FNP  Family  Nurse  Practitioner. 

Focus  Group  Interview  Survey  method  in  which 
one  person  interviews  a  group  of  people  to 
determine  their  attitudes,  opinions  and  feelings 
about  a  specific  subject. 

Focused  Review  The  process  that  identifies  and 
concentrates  utilization  management  resources 
on  providers,  patients  and  services  or  in  geo- 
graphical regions  when  the  need  for  utilization 
controls  has  been  identified  and  documented. 

Form  Any  type  of  insurance  document,  including 
applications,  riders  and  the  policy  itself. 

FOSC  Free-standing  Outpatient  Surgery  Center. 

FP  Family  Physician. 

FQHC  See  Federally  Qualified  Health  Center. 
FR  Federal  Register. 

Fraud  and  Abuse  A  recently  emphasized  area  of  the 
laws  governing  reimbursement  to  providers  of 
health  services  for  Medicare  and  Medicaid 
patients,  focusing  on  financial  charges  that  are 
unreasonably  high  or  resulting  from  illegal 
billing  and  medical  practices  (e.g.,  duplicating 
bills,  overestimating  work  that  was  performed, 
ordering  unnecessary  tests). 

Free-standing  Facilities  Facilities  that  are  not 
physically,  administratively  or  financially 
connected  to  a  hospital,  such  as  a  free-standing 
ambulatory  surgery  center. 

Free-standing  Hospital  Any  hospital  that  is  not 
affiliated  with  a  multi-hospital  system. 

Frontier  Area  An  area  with  six  or  fewer  people  per 
square  mile. 

Frontier  Counties  Counties  with  population  densi- 
ties of  six  or  fewer  persons  per  square  mile. 
FTA  Federal  Transit  Administration  (DOT). 
FTC  Federal  Trade  Commission. 
FTCA  See  Federal  Tort  Claims  Act. 
FTE  Full-time  equivalent. 
FY  Fiscal  Year. 

Full  Coverage  Health  insurance  that  covers  all  of  the 
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Full-risk  Plan 


subscriber's  losses  stemming  from  injury  or 
illness. 

Full-risk  Plan  The  state  Medicaid  agency  contract 
with  a  plan,  such  as  a  health  maintenance 
organization,  to  provide  Medicaid  enrollees  with 


comprehensive  care.  The  plan  receives  a  capita- 
tion payment  for  each  enrollee.  The  capitation 
payment  covers  a  specified  group  of  services 
and  is  paid  to  the  plan  regardless  of  whether 
those  services  are  used. 
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GAO  General  Accounting  Office. 

Gatekeeper  The  primary  care  practitioner  in  man- 
aged care  organizations  who  determines 
whether  a  patient  needs  to  see  a  specialist  or 
requires  other  non-routine  services.  The  goal  is 
to  guide  the  patient  to  appropriate  services 
while  avoiding  unnecessary  and  costly  referrals 
to  specialists. 

Gatekeeping  The  process  by  which  a  primary  care 
provider  (or  other  trained  individual)  is  the  first 
point  of  contact  for  a  patient  seeking  care.  The 
gatekeeper  evaluates  the  patient's  medical  needs 
and  coordinates  all  diagnostic  testing  and 
referrals  required  for  appropriate  medical  care. 
To  receive  referrals  to  specialists  and  hospitals, 
the  care  must  be  pre-authorized  by  the 
gatekeeper  unless  there  is  an  emergency. 
Gatekeeping  is  closely  related  to  the  functions  of 
a  case  manager. 

GCRB  See  Geographic  Classification  Review  Board 
(DHHS,  HCFA). 

General  Practice  A  form  of  practice  in  which  physi- 
cians without  specialty  training  provide  a  wide 
range  of  primary  health  care  services  to  patients. 

General  Practitioner  A  physician  who  usually  has 
completed  one  year  of  post-medical  school 
training  (an  internship)  and  can  treat  patients' 
basic  health  needs  without  the  use  of  specialists. 

Geographic  Classification  Review  Board  (GCRB) 
The  board  within  HCFA  that  determines  which 
hospitals  can  be  reclassified  from  one  area  to 
another  for  purposes  of  the  wage  index  and  /or 
the  standardized  amount.  Reclassified  hospitals 
generally  receive  higher  payments  from  Medi- 
care. 

Geographic  Practice  Cost  Index  (GPCI)  An  index 


used  by  Medicare  and  some  researchers  to 
examine  differences  in  physician  practice  costs 
across  geographic  areas. 

Geriatric  Concerning  the  elderly. 

GETCs  Geriatric  Education  Training  Centers. 

GHAA  Group  Health  Association  of  America.  Now 
the  American  Association  of  Health  Plans. 

Global  Budgeting  A  term  referring  to  either  a  local, 
state  or  national  cap  on  total  health  care  expen- 
ditures. The  major  goal  of  global  budgeting  is  to 
force  hospitals  and  other  medical  providers  to 
operate  more  efficiently  within  certain  cost 
parameters.  Some  global  budgeting  proposals 
would  apportion  a  certain  amount  of  money  to 
each  state  (based  on  population  and  health ' 
conditions)  and  leave  to  the  states  the  task  of 
"dividing  the  pie"  among  the  various  health 
care  providers  and  institutions. 

Global  Fee  A  total  charge  for  a  specific  set  of  ser- 
vices, such  as  obstetrical  services  that  encom- 
pass prenatal,  delivery  and  post-natal  care. 

Global  Payment  The  bundling  of  procedures  (and 
payment)  that  are  provided  to  a  patient  as 
opposed  to  billing  separately  for  each  proce- 
dure. 

GME  See  Graduate  Medical  Education. 

GMENAC  Graduate  Medical  Education  National 
Advisory  Committee. 

GP  See  General  Practitioner. 

GPCI  See  Geographic  Practice  Cost  Index. 

Grace  Period  A  predetermined  period,  usually  one 
month,  in  which  a  health  insurance  polio,7 
continues  to  cover  the  policvholder  even  though 
the  policyholder  has  not  paid  the  premium. 
Insurers  can  penalize  or  cut  off  the  policyholder 
if  premiums  aren't  paid  after  the  grace  period 
expires. 
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Graduate  Medical  Education  (GME)  Medical 

education  after  receipt  of  the  Doctor  of  Medicine 
(M.D.)  or  equivalent  degree,  including  the 
education  received  as  an  intern,  resident  (which 
involves  training  in  a  specialty)  or  fellow,  as  well 
as  continuing  medical  education.  HCFA  partly 
finances  GME  through  Medicare  direct  and 
indirect  payments. 

Gross  Margin  Net  sales  minus  goods  sold;  the 

difference  between  sales  revenues  and  manufac- 
turing costs  as  an  intermediate  step  in  the 
computation  of  operating  profits  or  net  income. 

Gross  Patient  Revenue  Consists  of  the  full  amount 
of  revenue  from  services  rendered  to  patients, 
including  payments  received  from  or  on  behalf 
of  individual  patients. 

Group  Model  HMO  A  system  in  which  providers 
are  members  of  a  partnership  or  service  corpora- 
tion that  contracts  with  an  HMO  to  provide 
medical  care  to  the  HMO  subscribers  for  a  fixed 
(capitated)  monthly  fee.  Often,  providers  share 
equipment,  records  and  personnel  (as  in  the  staff 
model)  but  are  not  employees  of  the  HMO. 

Group  Practice  A  formal  association  of  three  or 
more  physicians  or  other  health  professionals 
providing  health  services.  Income  from  the 
practice  is  pooled  and  redistributed  to  the 


Guaranteed  Renewable 


members  of  the  group  according  to  some 
prearranged  plan  (often  but  not  necessarily 
through  partnership).  Groups  vary  a  great  deal 
in  size,  composition  and  financial  arrangements. 

Group  Practice  Association  HMO  A  type  of  health 
maintenance  organization  made  up  of  group 
practices  of  three  or  more  physicians  who 
formally  align  to  provide  health  care  to  a  group 
of  patients  over  a  pre-negotiated  time  period  for 
fixed,  prepaid  rates. 

Group  Purchasing  Arrangements  Two  or  more 
hospitals  that  form  a  single  buying  entity  to 
purchase  medical  and  administrative  supplies  to 
achieve  volume  discounts. 

GSA  General  Services  Administration. 

Guaranteed  Insurability  In  health  insurance,  an 
option  that  allows  the  policyholder  to  purchase 
additional  benefits  in  the  future,  regardless  of 
the  policyholder's  health. 

Guaranteed  Issue  Requirement  that  health  plans 
offer  coverage  to  all  businesses  during  some 
period  each  year. 

Guaranteed  Renewable  Insurance  contract  where 
the  policyholder  has  the  right  to  continue  the 
coverage  under  the  terms  of  the  contract, 
regardless  of  whether  the  insurer  wants  to 
cancel  the  policy  before  the  expiration  date. 


JO 
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HAASC  Hospital-affiliated  Ambulatory  Surgical 
Center. 

Handicapped  As  defined  by  Section  504  of  the 

Rehabilitation  Act  of  1973,  any  person  who  has  a 
physical  or  mental  impairment  that  substantially 
limits  one  or  more  major  life  activity  has  record 
of  such  impairment  or  is  regarded  as  having 
such  an  impairment. 

HBCU  Historically  Black  Colleges  and  Universities. 

HCA  Hospital  Corporation  of  America. 

HCFA  See  Health  Care  Financing  Administration 
(DHHS). 

HCOP  Health  Careers  Opportunity  Programs. 

HCPCS  The  Health  Care  Financing  Administration's 
Common  Procedure  Coding  System  contains  the 
HCFA  codes  to  be  used  when  billing  Medicare 
for  services  and  supplies  furnished  to  Medicare 
beneficiaries.  Common  procedural  terminology 
(CPT)  codes  are  contained  within  the  HCPCS. 

Health  The  state  of  complete  physical,  mental  and 
social  well-being  and  not  merely  the  absence  of 
disease  or  infirmity.  It  is  recognized,  however, 
that  health  has  many  dimensions  (anatomical, 
physiological  and  mental)  and  is  largely  cultur- 
ally defined.  The  relative  importance  of  various 
disabilities  will  differ  depending  on  the  cultural 
milieu  and  the  role  of  the  affected  individual  in 
that  culture.  Most  attempts  at  measurement 
have  been  assessed  in  terms  of  morbidity  and 
mortality. 

Health  Alliances  In  some  health  care  reform  propos- 
als, a  state  or  regional  entity  that  would  coalesce 
consumers'  purchasing  power  in  order  to 
negotiate  prices  with  competing  private  health 
plans. 


Health  Care  Financing  Administration  (HCFA)  The 

government  agency  within  the  Department  of 
Health  and  Human  Services  that  administers  the 
Medicare  and  Medicaid  programs  (Titles  XVIII 
and  XIX  of  the  Social  Security  Act)  and  conducts 
research  to  support  those  programs. 

Health  Care  Financing  Administration  1500  Form 
The  standard  Medicare  claim  form  used  by 
providers  and  suppliers.  In  addition,  many 
private  insurers  are  using  the  1500  form  in  an 
attempt  to  bring  consistency  to  the  medical 
claims  process. 

Health  Education  Any  combination  of  learning 
opportunities  designed  to  facilitate  voluntary 
adaptations  of  behavior  (in  individuals,  groups 
or  communities)  conducive  to  health. 

Health  Facilities  Collectively,  all  physical  plants 
used  in  the  provision  of  health  services;  usually 
limited  to  facilities  that  were  built  for  the 
purpose  of  providing  health  care,  such  as 
hospitals  and  nursing  homes.  They  do  not 
include  an  office  building  that  includes  a 
physician's  office.  Health  facility  classifications 
include:  hospitals,  both  general  and  specialty; 
long-term  care  facilities;  kidney  dialysis  treat- 
ment centers;  and  ambulatory  surgical  facilities. 

Health  Industry  Distributors  Association  (HID A) 
A  national  membership  organization  represent- 
ing distributors  of  medical  supplies  and  equip- 
ment. 

Health  Insurance  Financial  protection  against  the 
medical  care  costs  arising  from  disease  or 
accidental  bodily  injury.  Such  insurance  usually 
covers  all  or  part  of  the  medical  costs  of  treating 
the  disease  or  injury.  Insurance  may  be  obtained 
on  either  an  individual  or  a  group  basis. 
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Health  Insurance  Association  of  America 


Health  Insurance  Association  of  America  (HIAA)  A 

national  organization  comprising  accident  and 
health  insurance  firms  dealing  with  insurance 
against  loss  of  income  and  financial  burdens  due 
to  injury  and  illness. 

Health  Insurance  Purchasing  Cooperatives  (HIPCs) 
Public  or  private  organizations  that  secure 
health  insurance  coverage  for  the  workers  of  all 
member  employers.  The  goal  of  these  organiza- 
tions is  to  consolidate  purchasing  responsibili- 
ties to  obtain  greater  bargaining  clout  with 
health  insurers,  plans  and  providers  to  reduce 
the  administrative  costs  of  buying,  selling  and 
managing  insurance  policies.  Private  coopera- 
tives are  usually  voluntary  associations  of 
employers  in  a  similar  geographic  region  that 
band  together  to  purchase  insurance  for  their 
employees.  Public  cooperatives  are  established 
by  state  governments  to  purchase  insurance  for 
public  employees,  Medicaid  beneficiaries  and 
other  designated  populations. 

Health  Maintenance  Organization  (HMO)  An 
organized  system  providing  health  care  in  a 
geographic  area  that  accepts  the  responsibility  to 
provide  or  otherwise  ensure  the  delivery  of  an 
agreed-upon  set  of  basic  and  supplemental 
health  maintenance  and  treatment  services  to  a 
voluntarily  enrolled  group  of  persons  for  which 
the  entity  is  reimbursed  through  a  predeter- 
mined fixed,  periodic  prepayment  made  by  or 
on  behalf  of  each  person  or  family  unit  enrolled. 
The  payment  is  fixed  without  regard  to  the 
amounts  of  actual  services  provided  to  an 
individual  enrollee.  Individual  practice  associa- 
tions involving  groups  or  independent  physi- 
cians can  be  included  under  the  definition. 

Health  Personnel  Collectively,  all  persons  working 
in  the  provision  of  health  services,  whether  as 
individual  practitioners  or  employees  of  health 
institutions  and  programs,  whether  or  not 
professionally  trained  and  whether  or  not 
subject  to  public  regulation.  Facilities  and  health 
personnel  are  the  principal  health  resources 
used  in  producing  health  services. 

Health  Plan  An  organization  that  provides  a  defined 
set  of  benefits;  this  term  usually  refers  to  an 
HMO-like  entity,  as  opposed  to  an  indemnity 
insurer. 

Health  Plan  Employer  Data  and  Information  Set 
(HEDIS)  A  core  set  of  performance  measures 
designed  by  the  National  Committee  for  Quality 
Assurance  to  enable  plans  and  employers  to 
accurately  track  health  plan  performance  trends 
in  a  comparative  manner. 


Health  Resources  and  Services  Administration 


Health  Planning  Planning  concerned  with  improv- 
ing health,  whether  undertaken  comprehen- 
sively for  a  whole  community  or  for  a  particular 
population,  type  of  health  service,  institution  or 
health  program.  The  components  of  health 
planning  include:  data  assembly  and  analysis, 
goal  determination,  action  recommendation  and 
implementation  strategy. 

Health  Policy  An  insurance  contract  consisting  of  a 
defined  set  of  benefits.  See  Health  Insurance. 

Health  Professional  Shortage  Area  (HPSA)  For- 
merly called  health  manpower  shortage  areas 
(HMSAs).  Defined  in  Section  332  of  the  PHS  Act 
according  to  rural  and  urban  geographic  areas, 
population  groups  and  facilities  with  a  shortage 
of  health  professionals.  The  designation  allows 
public  and  not-for-profit  entities  to  apply  for 
National  Health  Service  Corps  personnel,  as 
well  as  to  qualify  for  other  programs,  such  as  the 
federal  Rural  Health  Clinics  Program.  May 
include  urban  and  rural  geographic  areas, 
population  groups  and  facilities  with  shortages 
of  health  care  professionals.  For  federal  designa- 
tion, essentially  three  criteria  must  be  met:  (1) 
the  area  is  a  rational  area  for  the  delivery  of 
primary  medical  services;  (2)  there  is  a  ratio  of 
population  to  primary  care  physicians  of  at  least 
3,500  to  1  (with  certain  exceptions);  and  (3) 
primary  care  in  the  contiguous  area  is  overtaxed, 
excessively  distant  or  inaccessible  to  the  popula- 
tion of  the  area  under  consideration. 

Health  Professional  Shortage  Area  Placement 
Opportunity  List  (HPOL)  A  list  of  the  most 
needy  health  professional  shortage  areas  used 
by  the  National  Health  Service  Corps  in  the 
placement  of  volunteer  and  obligated  personnel. 

Health  Promotion  Any  combination  of  health 
education  and  related  organizational,  political 
and  economic  interventions  designed  to  facili- 
tate behavioral  and  environmental  adaptations 
that  will  improve  or  protect  health. 

Health  Resources  and  Services  Administration 
(HRSA)  One  of  the  eight  agencies  of  the  U.S. 
Public  Health  Service,  HRSA  has  responsibility 
for  addressing  resource  issues  relating  to  access, 
equity  and  quality  of  health  care,  particularly  to 
the  disadvantaged  and  underserved.  HRSA 
provides  leadership  to  ensure  the  support  and 
delivery  of  primary  health  care  services,  particu- 
larly in  underserved  areas,  and  the  training  of 
qualified  primary  care  health  professionals  and 
facilities  to  meet  the  health  needs  of  the  nation. 
HRSA  focuses  on  support  of  states  and  commu- 
nities in  their  efforts  to  plan,  organize  and 
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deliver  primary  health  care,  as  well  as 
strengthen  the  overall  public  health  system. 

Health  Service  Area  Geographic  area  designated  on 
the  basis  of  such  factors  as  geography  political 
boundaries,  population  and  health  resources,  for 
the  effective  planning  and  development  of 
health  services. 

Health  Status  The  state  of  health  of  a  specified 
individual,  group  or  population.  It  may  be 
measured  by  obtaining  proxies,  such  as  people's 
subjective  assessments  of  their  health;  by  one  or 
more  indicators  of  mortality  and  morbidity  in 
the  population,  such  as  longevity  or  maternal 
and  infant  mortality;  or  by  using  the  incidence 
or  prevalence  of  major  diseases  (communicable, 
chronic  or  nutritional).  Conceptually,  health 
status  is  the  proper  outcome  measure  for  the 
effectiveness  of  a  specific  population's  medical 
care  system,  although  attempts  to  relate  effects 
of  available  medical  care  to  variations  in  health 
status  have  proved  difficult. 

Health  System  All  the  different  health  care  services 
available  to  residents;  a  typical  health  care 
system  includes  a  hospital,  doctors  and  health 
personnel,  clinics,  public  health,  long-term  care, 
home  health,  mental  health,  emergency  medical 
services  and  other  related  programs. 

Health  Systems  Agency  (HS A)  A  health  planning 
agency  created  under  the  National  Health 
Planning  and  Resources  Development  Act  of 
1974.  HSAs  are  usually  nonprofit  private 
organizations  and  served  defined  health  service 
areas  as  designated  by  the  states. 

HEDIS  See  Health  Plan  Employer  Data  and  Infor- 
mation Set. 

HEHS  Health,  Education  and  Human  Services 
Division  (GAO). 

HETC  Health  Education  Training  Center. 

HHA  See  Home  Health  Agency. 

HHI  Herfindahl-Hirschman  Index. 

(D)HHS  Department  of  Health  and  Human  Ser- 
vices. 

HIA A  See  Health  Insurance  Association  of  America. 

HID  A  See  Health  Industry  Distributors  Association. 

Hill-Burton  Program  Coined  from  the  names  of  the 
principal  sponsors  of  the  Public  Law  79-725  (the 
Hospital  Survey  and  Construction  Act  of  1946), 
this  program  provided  federal  support  for  the 
construction  and  modernization  of  hospitals  and 
other  health  facilities.  Hospitals  that  have 
received  Hill-Burton  funds  incur  an  obligation 
to  provide  a  certain  amount  of  charity  care. 

HIPC  See  Health  Insurance  Purchasing  Cooperative. 

HMO  See  Health  Maintenance  Organization. 


HMO/PPO  Hybrid  Sometimes  known  as  an  open- 
ended  HMO  or  a  point-of-service  plan,  this 
model  gives  enrollees  the  option  of  choosing 
providers  outside  of  the  plan  each  time  they 
seek  medical  care.  However,  there  are  financial 
incentives,  such  as  lower  copayments  and 
deductibles,  to  encourage  subscribers  to  use 
plan-affiliated  providers. 

HMSA  Health  Manpower  Shortage  Area  (replaced 
by  HPSA).  See  HPSA. 

Hold  Harmless  Clause  (1)A  provision  often  found 
in  managed  care  contracts  in  which  the  man- 
aged care  entity  and  the  provider  hold  each 
other  not  to  be  liable  if  the  other  party  is  found 
liable  for  malpractice  or  corporate  malfeasance. 
This  language  does  not  necessarily  preclude  a 
managed  care  entity  from  being  sued  if  one  of  its 
providers  is  sued.  (2)  A  contractual  requirement 
prohibiting  a  provider  from  seeking  payment 
from  an  enrollee  for  services  rendered  prior  to  a 
health  plan  insolvency. 

Holism  Refers  to  the  integration  of  mind,  body  and 
spirit  of  a  person  and  emphasizes  the  impor- 
tance of  perceiving  the  individual  (regarding 
physical  symptoms)  in  a  "whole"  sense.  Holism 
teaches  that  the  health  care  system  must  extend 
its  focus  beyond  solely  the  physical  aspects  of 
disease  and  particular  organ  in  question  to 
concern  itself  with  the  whole  person  and  the 
interrelationships  between  the  emotional,  social, 
spiritual  as  well  as  physical  implications  of 
disease  and  health. 

Home  Health  Agency  A  private  or  public  agency 
that  provides  skilled  nursing  care  and  some 
therapeutic  service  in  the  home  to  the  aged, 
disabled,  sick  or  convalescent. 

Home  Health  Care  Health  services  rendered  in  the 
home  to  aged,  disabled,  sick  or  convalescent 
individuals  who  do  not  need  institutional  care. 
The  services  may  be  provided  by  a  visiting 
nurse  association  (VNA),  home  health  agency, 
county  public  health  department,  hospital  or 
other  organized  community  group  and  may  be 
specialized  or  comprehensive.  The  most  com- 
mon types  of  home  health  care  are  the  following: 
nursing  services;  speech,  physical,  occupational 
and  rehabilitation  therapy;  homemaker  services; 
and  social  services. 

Horizontal  Integration  Merging  of  two  or  more 
firms  at  the  same  level  of  production  in  some 
formal,  legal  relationship.  See  Vertical  Integra- 
tion. 

Hospice  A  program  that  provides  palliative  and 
supportive  care  for  terminally  ill  patients  and 
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their  families,  either  directly  or  on  a  consulting 
basis,  with  the  patient's  physician  or  another 
community  agency.  The  whole  family  is  consid- 
ered the  unit  of  care,  and  care  extends  through 
their  period  of  mourning. 
Hospice  Care  The  provision  of  health  care  and 

related  services  to  dying  patients;  care  typically 
consists  of  the  alleviation  of  pain  through  medica- 
tion, physical  treatment  of  the  patient  and 
emotional  support  of  the  patient  and  family;  can 
be  performed  in  an  institutional  setting  or  at 
home. 

Hospital  An  institution  whose  primary  function  is  to 
provide  inpatient  diagnostic  and  therapeutic 
services  for  a  variety  of  medical  conditions,  both 
surgical  and  non-surgical.  In  addition,  most 
hospitals  provide  some  outpatient  services, 
particularly  emergency  care.  Hospitals  may  be 
classified  by  length  of  stay  (short-term  or  long- 
term),  as  teaching  or  non-teaching,  by  major  type 
of  service  (psychiatric,  tuberculosis,  general  and 
other  specialties,  such  as  maternity,  pediatric  or 
ear,  nose  and  throat)  and  by  type  of  ownership  or 
control  (federal,  state  or  local  government;  for- 
profit  and  nonprofit).  The  hospital  system  is 
dominated  by  the  short-term,  general,  nonprofit 
community  hospital,  often  called  a  voluntary 
hospital. 

Hospital-based  Primary  Care  Practice  (HBPCP)  A 


clinic-  or  office-based  practice  in  a  hospital  in 
which  the  physicians  and  non-physician  practi- 
tioners treat  most  patients'  problems  without  the 
use  of  specialists. 

Hospital  Benefits  Reimbursement  for  expenses  an 
insurance  or  health  plan  policyholder  incurs 
while  in  the  hospital. 

Hospital  Medical  Staff  The  group  of  physicians  and 
other  medical  personnel  who  have  been  hired  by 
a  given  hospital  to  deliver  medical  care  to  the 
patients  of  the  hospital. 

Hospital  or  Health  Care  District/ Authority  A 
geographic  area  created  and  controlled  by  a 
political  subdivision  of  a  state,  county  or  city 
solely  for  the  purpose  of  establishing  and 
maintaining  medical  care  or  health-related  care 
institutions. 

Hospital  or  Health  Care  Facility  Cooperative/ 
Alliance  See  Cooperative  or  Alliance  of  Hospi- 
tals and  Other  Facilities. 

HPOL  HPSA  Placement  Opportunity  List.  See 
Health  Professional  Shortage  Area. 

HPSA  See  Health  Professional  Shortage  Area. 

HRD  Human  Resources  Division  (GAO). 

HRS  A  See  Health  Resources  and  Services  Adminis- 
tration (DHHS). 

HSA  See  Health  Service  Area. 

HSA  See  Health  Systems  Agency. 

HUD  Housing  and  Urban  Development. 
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IADL  See  Instrumental  Activities  of  Daily  Living. 
IBNR  See  Incurred  But  Not  Reported. 
ICDA  International  Classification  of  Diseases, 
Adapted. 

ICD-9-CM  International  Classification  of  Diseases, 

9th  Revision,  Clinical  Modification. 
ICF  See  Intermediate  Care  Facility. 
ICF/MR  Intermediate  Care  Facility  for  the  Mentally 

Retarded. 
ICU  Intensive  Care  Unit. 

IHPP  Intergovernmental  Health  Policy  Project. 

IHS  Indian  Health  Service  (PHS). 

IMG  See  International  Medical  Graduate.  Formerly 
referred  to  as  a  foreign  medical  graduate  (FMG). 
Graduate  from  any  medical  school  outside 
Canada,  the  United  States  or  its  territories. 

IMR  See  Infant  Mortality  Rate. 

IMU  See  Index  of  Medical  Underservice. 

Incidence  In  epidemiology,  the  number  of  cases  of 
disease,  infection  or  some  other  event  having 
their  onset  during  a  prescribed  period  of  time  in 
relation  to  the  unit  of  population  in  which  they 
occur.  Incidence  measures  morbidity  or  other 
events  as  they  happen  over  a  period  of  time. 
Examples  include  the  number  of  accidents 
occurring  in  a  manufacturing  plant  during  a 
year  in  relation  to  the  number  of  employees  in 
the  plant,  or  the  number  of  cases  of  mumps 
occurring  in  a  school  during  a  month  in  relation 
to  the  number  of  pupils  enrolled  in  the  school.  It 
usually  refers  only  to  the  number  of  new  cases, 
particularly  of  chronic  diseases. 

"Incident  to"  Provision  A  term  used  to  describe 
physician-type  services  delivered  to  Medicare 
beneficiaries  in  offices  or  clinics  by  providers 
such  as  physician  assistants  and  nurse  practitio- 


ners. According  to  the  Medicare  Carriers 
Manual,  "incident  to"  services  are  those  services 
"ordinarily  performed  by  the  physician  himself 
or  herself,  such  as  minor  surgery,  setting  cast 
[sic]  or  simple  fractures,  reading  X-rays,  and 
other  activities  that  involve  the  evaluation  or 
treatment  of  a  patient's  condition." 
Incurred  But  Not  Reported  (IBNR)  Claims  that  have 
not  been  reported  to  the  insurer  as  of  some 
specific  date  for  services  that  have  been  pro- 
vided. The  estimated  value  of  these  claims  is  a 
component  of  an  insurance  company's  current 
liabilities. 

Indemnity  (1)  To  partially  or  fully  compensate  an 
individual  for  a  loss.  (2)  Health  insurance  to 
protect  against  the  loss  from  injury  or  illness. 
Can  also  mean  benefit  or  payment  to  the  in- 
sured. (3)  Health  insurance  benefits  provided  in 
the  form  of  cash  payments  rather  than  services. 
An  indemnity  insurance  contract  usually  defines 
the  maximum  amounts  that  will  be  paid  for 
covered  services. 

Independent  Practice  Association  (IPA)  An  organi- 
zation of  providers  who  treat  a  specific  group  of 
patients  (such  as  HMO  enrollees)  on  a  prepaid, 
capitated  payment  basis  but  who  also  continue 
to  treat  their  own  private,  traditional  fee-for- 
service  patients.  Care  for  all  patients  usually 
occurs  in  the  providers'  own  offices.  Providers 
often  share  the  risk  of  the  total  cost  of  care  for 
the  "IPA"  patients  by  having  some  portion  of 
the  pre-negotiated  fee  withheld  (i.e.,  20  to  30 
percent)  and  put  into  a  risk  pool.  If  the  IPA  has  a 
profitable  year,  the  risk  pool  of  money  is  shared 
among  the  participating  providers.  Also  known 
as  individual  practice  associations. 
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Independent  Practice  Association  HMO  This  type 
of  health  maintenance  organization  allows 
physicians  to  work  out  of  their  own  offices 
instead  of  a  central  facility.  These  HMOs  typi- 
cally are  formed  and  operated  by  physicians  and 
marketed  to  employers.  Under  this  arrange- 
ment, physicians  still  see  their  individual 
patients  as  well  as  their  patients  from  the  HMO. 

Index  of  Medical  Underservice  (IMU)  The  sum  of 
the  weighted  values  of  four  indicators  of  unmet 
health  care  needs  in  an  area  (i.e.,  infant  mortality 
rate,  percent  of  the  population  65  and  older, 
percent  of  the  population  living  in  poverty  and 
population-to-primary  care  physician  ratio) 
used  to  determine  its  status  as  a  medically 
underserved  area  (MUA).  IMU  values  range 
from  0  to  100,  with  lower  scores  indicating 
increasing  medical  underservice. 

Indigent  Care  Health  services  provided  to  the  poor 
or  those  unable  to  pay.  Because  many  indigent 
patients  are  not  eligible  for  federal  or  state 
programs,  the  costs  covered  by  Medicaid  are 
generally  recorded  separately  from  indigent  care 
costs. 

Indirect  Cost  A  cost  that  cannot  be  identified 
directly  with  a  particular  activity  service  or 
product  of  the  entity  incurring  the  cost.  Indirect 
costs  are  usually  apportioned  among  an  entity's 
services  in  proportion  to  each  service's  share  of 
direct  costs. 

Indirect  Reimbursement  A  situation  wherein  a 
health  care  practitioner  can  be  reimbursed  for 
his  or  her  services  but  can  only  obtain  such 
reimbursement  through  an  employing  physician 
or  health  care  facility. 

Infant  Mortality  Death  in  the  first  year  of  life;  it 
includes  neonatal  mortality  and  postneonatal 
mortality. 

Infant  Mortality  Rate  (IMR)  The  annual  number  of 
deaths  among  children  younger  than  one  year  as 
a  proportion  of  the  annual  number  of  live  births. 

Inpatient  An  individual  who  is  admitted  to  a 
hospital  for  at  least  one  day,  receiving  room, 
board  and  continuous  medical  and  nursing  care. 

Inpatient  Care  Health  care  (medical  and  surgical) 
that  requires  constant  monitoring  and  therapeu- 
tic treatments;  patients  stay  overnight  in  hospi- 
tals for  brief  or  extended  periods  of  time, 
depending  on  the  severity  (acuity)  of  illness. 

Inpatient  Days  Number  of  adult  and  pediatric  days 
of  care,  excluding  newborn  days  of  care,  in  a 
hospital  rendered  during  a  particular  reporting 
period. 

Institutional  Health  Services  Health  services 


delivered  on  an  inpatient  basis  in  hospitals, 
nursing  homes  or  other  inpatient  institutions. 
The  term  may  also  refer  to  services  delivered  on 
an  outpatient  basis  by  departments  or  other 
organizational  units  of,  or  sponsored  by,  such 
institutions. 

Instrumental  Activities  of  Daily  Living  (IADL)  An 

index  or  scale  that  measures  a  patient's  degree 
of  independence  in  aspects  of  cognitive  and 
social  functioning,  including  shopping,  cooking, 
doing  housework,  managing  money  and  using 
the  telephone. 

Insufficient-capacity  Criteria  Criteria  specific  to 
primary  care  and  dental  health  professional 
shortage  area  (HPSA)  designations  that  signify 
the  inability  to  obtain  health  services  in  a  timely 
fashion  (e.g.,  unusually  long  waiting  times  for 
appointments,  high  percentage  of  area  practitio- 
ners not  accepting  new  patients). 

Integrated  Services  Network  (ISN)  A  network  of 
organizations,  usually  including  hospitals  and 
physician  groups,  that  provides  or  arranges  to 
provide  a  coordinated  continuum  of  services  to 
a  defined  population  and  is  held  both  clinically 
and  fiscally  accountable  for  the  outcomes  of  the 
populations  served. 

Intensive  Care  Hospital  service  units  designed  to 
meet  the  special  needs  of  patients  who  are 
seriously  or  critically  ill  or  who  otherwise  need 
intense  and  specialized  nursing  care. 

Intensive  Care  Intermediate  Nursing  Care  A  broad 
range  of  nursing  services  that  allows  patients 
some  degree  of  independence  but  ensures  that 
the  patients'  basic  needs  are  taken  care  of, 
including  rehabilitation  and  medical  services. 

Intermediate  Care  Facility  (ICF)  An  institution  that 
is  licensed  under  state  law  to  provide,  on  a 
regular  basis,  health-related  care  and  services  to 
individuals  who  do  not  require  the  degree  of 
care  or  treatment  that  a  hospital  or  skilled- 
nursing  facility  is  designed  to  provide.  Public 
institutions  for  care  of  the  mentally  retarded  or 
people  with  related  conditions  also  are  included 
in  the  definition.  The  distinction  between 
"health-related  care  and  services"  and  "room 
and  board"  has  often  proved  difficult  to  make 
but  is  important  because  ICFs  are  subject  to 
quite  different  regulations  and  coverage  require- 
ments than  institutions  that  do  not  provide 
health-related  care  and  services. 

International  Classification  of  Diseases  (ICD)  Also 
known  as  ICD-9  (9th  edition),  the  ICD  repre- 
sents the  diagnosis  coding  system  used  by 
providers,  hospitals  and  medical  facilities.  The 
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ICD-9  deals  with  diagnosis,  while  the  common 
procedural  terminology  (CPT)  coding  system 
concentrates  on  actual  procedures  performed. 

International  Medical  Graduate  (IMG)  A  physician 
who  graduated  from  a  medical  school  outside  of 
the  United  States.  U.S.  citizens  who  go  to 
medical  school  abroad  are  classified  as  interna- 
tional medical  graduates,  as  are  foreign-born 
persons  who  are  not  trained  in  a  medical  school 
in  this  country.  U.S.  citizens  represent  only  a 
small  portion  of  the  IMG  group. 

Intervention  Strategy  A  generic  term  used  in  public 
health  to  describe  a  program  or  policy  designed 
to  have  an  impact  on  an  illness  or  disease. 
Hence,  an  anti-smoking  campaign  is  an  inter- 
vention designed  to  reduce  illnesses  associated 


with  the  use  of  tobacco  products. 

Invasive  Procedure  Any  procedure  that  requires  the 
cutting  of  skin  or  mucous  membrane  with  a 
surgical  knife,  needle  or  other  device,  e.g., 
inserting  a  needle  for  fluid  replacement,  surgery. 

Inventory  A  detailed  description  of  quantities  and 
locations  of  different  kinds  of  facilities,  major 
equipment  and  personnel  available  in  a  geo- 
graphic area  and  the  amount,  type  and  distribu- 
tion of  services  these  resources  can  support. 

IOM  Institute  of  Medicine  (National  Academy  of 
Sciences). 

IPA  See  Independent  Practice  Association. 

IRS  Internal  Revenue  Service. 

ISN  See  Integrated  Services  Network. 

IUHE  International  Union  for  Health  Education. 
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JCAHO  See  Joint  Commission  on  Accreditation  of 
Healthcare  Organizations. 

Job  Lock  When  an  individual  stays  in  a  job  strictly 
because  of  the  fear  of  losing  existing  health 
coverage  and  not  being  able  to  obtain  compa- 
rable health  insurance  coverage  at  a  new  job. 
Pre-existing  condition  limitations,  waiting 
periods,  denied  coverage  and  exposure  to  high 
premiums  are  all  components  of  this  problem. 

JOBS  Job  Opportunities  and  Basic  Skills  program. 


Joint  Commission  on  Accreditation  of  Healthcare 
Organizations  (JCAHO)  A  national  private, 
nonprofit  organization  whose  purpose  is  to 
encourage  the  attainment  of  uniformly  high 
standards  of  institutional  medical  care.  Estab- 
lishes guidelines  for  the  operation  of  hospitals 
and  other  health  facilities  and  conducts  survey 
and  accreditation  programs. 

Joint  Venture  A  relationship  in  which  two  or  more 
parties  enter  into  a  business  as  co-owners  of  a 
specific  project(s)  to  share  in  profits  and  losses. 


Katie  Beckett  Children  Disabled  children  who  remained  institutionalized  solely  to  continue 

qualify  for  home  care  coverage  under  a  special  Medicaid  coverage, 

provision  of  Medicaid,  named  after  a  girl  who 
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LCC  Lower  of  Costs  and  Charges. 

LCME  See  Liaison  Committee  on  Medical  Education. 

LHD  See  Local  Health  Department. 

Liability  The  dollar  amount  the  insurer  is  legally 
obligated  to  pay. 

Liaison  Committee  on  Medical  Education  (LCME) 
Under  the  auspices  of  the  U.S.  Department  of 
Education.  Accrediting  entity  for  United  States  / 
Canadian  medical  schools. 

License  A  permission  granted  to  an  individual  or 
organization  by  a  competent  authority  usually 
public,  to  engage  lawfully  in  a  practice,  occupa- 
tion or  activity.  A  license  is  usually  permanent 
but  may  be  conditioned  on  annual  payment  of  a 
fee,  proof  of  continuing  education  or  proof  of 
competence. 

Licensure  Process  by  which  medical  licensing 
jurisdictions  grant  the  right  to  physicians  to 
practice  medicine. 

Limitations  Clauses  in  an  insurance  contract  that 
shape  the  contents  of  the  policy  by  excluding 
and  reducing  certain  liabilities  for  the  insurer. 

Limited-risk  Plan  The  state  Medicaid  agency 

contracts  directly  with  providers  on  a  capitated 
basis  for  a  subset  of  Medicaid  services.  The 
Medicaid  agency  also  pays  providers  for  other, 
non-capitated  services  on  a  fee-for-service  basis. 

Limited  Service  Hospital  A  hospital,  often  located 
in  a  rural  area,  that  provides  a  limited  set  of 
medical  and  surgical  services. 

Lines  Types  of  insurance  coverage  offered  by  an 
insurer. 

Live  Birth  According  to  the  World  Health  Organiza- 
tion, "the  complete  expulsion  or  extraction  from 
its  mother  of  a  product  of  conception,  irrespec- 
tive of  the  duration  of  pregnancy,  which,  after 


such  separation,  breathes  or  shows  any  other 
evidence  of  life  such  as  beating  of  the  heart, 
pulsation  of  the  umbilical  cord,  or  definite 
movement  of  voluntary  muscles."  This  defini- 
tion is  the  basis  for  most  states'  requirements 
governing  the  reporting  of  live  births.  Compare 
Fetal  Death. 
LOC  Level  of  Care. 

Local  Health  Department  (LHD)  Municipal  or 
county  government-operated  facility  that 
usually  provides  basic  personal  and  environ- 
mental health  services. 

Locum  Tenens  Refers  to  a  physician  who  is  avail- 
able on  a  temporary  basis. 

Long-Term  Care  A  set  of  health  care,  personal  care 
and  social  services  required  by  persons  who 
have  lost,  or  never  acquired,  some  degree  of 
functional  capacity  (e.g.,  the  chronically  ill,  aged, 
disabled  or  retarded)  in  an  institution  or  at 
home,  on  a  long-term  basis,  including  skilled- 
nursing  care  (long-term  care  requiring  the 
supervision  and  frequent  services  of  a  skilled 
nurse)  and  intermediate  care  (the  routine 
provision  of  health-related  care  to  individuals 
not  requiring  skilled  nursing  care).  The  term  is 
often  used  more  narrowly  to  refer  only  to  long- 
term  institutional  care  such  as  that  provided  in 
nursing  homes,  homes  for  the  retarded  and 
mental  hospitals.  Ambulatory  services  such 
home  health  care,  which  can  also  be  provided  on 
a  long-term  basis,  are  seen  as  alternatives  to 
long-term  institutional  care. 

LOS  Length  of  Stay. 

Loss  The  dollar  amount  the  policyholder's  property 
has  been  reduced  and  the  amount  the  policy- 
holder seeks  in  the  claim. 
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Low  Birthweight  Babies 


LVN 


Low  Birthweight  Babies  Live  births  weighing  less 

than  five-and-one-half  pounds. 
LPN  Licensed  Practical  Nurse. 
LP/VN  Licensed  Practical/ Vocational  Nurse. 


LSC  Life  Safety  Code. 
LTC  See  Long  Term  Care. 
LVN  License  Vocational  Nurse. 
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MAF  See  Medical  Assistance  Facility. 

Magnetic  Resonance  Imaging  (MRI)  A  non-inva- 
sive (i.e.,  minimal  or  no  damage  to  the  body) 
method  of  viewing  the  structures  of  the  body 
through  the  use  of  a  magnetic  field  instead  of  X- 
rays;  although  it  is  safer  than  other  X-ray 
techniques,  it  is  several  times  more  expensive 
and  requires  high  volumes  of  use  in  order  to  be 
cost-effective. 

Major  Medical  Insurance  Health  insurance  that 
covers  most  medical  expenses  to  a  high-dollar 
limit.  This  type  of  policy  might  include  a  large 
deductible. 

Malpractice  Professional  misconduct  or  failure  to 
apply  ordinary  skill  in  the  performance  of  a 
professional  act.  A  practitioner  is  liable  for 
damages  or  injuries  caused  by  malpractice.  For 
some  professions  like  medicine,  malpractice 
insurance  can  cover  the  costs  of  defending  suits 
instituted  against  the  professional  and/ or  any 
damages  assessed  by  the  court,  usually  up  to  a 
maximum  limit.  To  prove  malpractice  requires 
that  a  patient  demonstrate  some  injury  and  that 
the  injury  be  caused  by  provider  negligence. 

Managed  Care  Organization  (MCO)  A  generic  term 
that  includes  all  forms  of  organizations  that 
provide  managed  health  care  services  (e.g., 
HMOs,  PPOs,  CMPs,  EPOs,  Preferred  Provider 
Arrangements  [PPAs],  etc.). 

Managed  Competition  A  "regulated,  free-market 
approach"  to  health  coverage  that  would  leave 
the  private  insurance  companies  and  medical 
provider  system  intact  but  would  introduce 
greater  competition  into  the  delivery  of  health 
care.  The  government  would  require  a  standard 
benefit  package  with  the  likely  scenario  of 


insurance  companies  and  health  care  providers 
forming  managed  care  groups  to  compete  for 
the  right  to  provide  coverage  to  businesses  and 
groups  of  individuals  in  a  given  region  based  on 
price  and  quality  of  service. 

Managed  Health  Care  A  system  of  health  care 
delivery  that  tries  to  manage  the  cost  of  health 
care,  the  quality  of  health  care  and  access  to  care. 
Common  denominators  include  a  panel  of 
contracted  providers,  limitations  on  benefits  to 
subscribers  who  use  noncontracted  providers 
and  a  structured  authorization  system.  Managed 
health  care  manifests  itself  in  a  spectrum  of 
plans  or  systems,  ranging  from  indemnity, 
preferred  provider  organizations  (PPOs),  point- 
of-service  (POs),  open-panel  health  maintenance 
organizations  (HMOs)  and  closed-panel  HMOs. 

Management  Services  Organization  (MSO)  Man- 
agement services  organizations  provide  admin- 
istrative and  practice  management  services  to 
physicians.  A  MSO  may  typically  be  owned  by  a 
hospital,  a  group  of  hospitals  or  investors.  Large 
group  practices  may  also  establish  MSOs  to  sell 
management  services  to  other  physician  groups. 

MAP  Medical  Audit  Program. 

Margin  Revenue  less  specified  expenses. 

Maternal  and  Child  Health  (MCH)  Organized 
health  services  for  mothers  and  their  children. 
This  federal  program  recognizes  the  special  risks 
of  this  group  and  works  to  provide  preventive 
care. 

Maternal  Mortality  Maternal  mortality  includes 
deaths  due  to  complications  of  pregnancy, 
childbirth  and  the  puerperium  (the  period  of  42 
days  following  the  termination  of  pregnancy). 
Causes  of  maternal  mortality  include  uterine 
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Maternal  Mortality  Rate 


Medicare 


hemorrhage,  toxemia  and  underlying  medical 
conditions  that  complicate  pregnancy  such  as 
diabetes  and  infections  (e.g.,  tuberculosis, 
syphilis). 

Maternal  Mortality  Rate  The  annual  number  of 
maternal  deaths  related  to  pregnancy  as  a 
proportion  of  the  annual  number  of  live  births. 

MCAT  Medical  College  Admission  Test. 

MCH  See  Maternal  and  Child  Health. 

MCHB  Maternal  and  Child  Health  Bureau  (DHHS). 

MCO  Managed  Care  Organization. 

MD  Medical  Doctor. 

Medicaid  A  federal-state  medical  assistance  pro- 
gram authorized  in  1965  by  Title  XIX  of  the 
Social  Security  Act  to  pay  for  health  care  services 
used  by  people  defined  as  medically  needy  or 
categorically  needy.  Categorically  needy  persons 
are  low-income  aged,  blind,  disabled,  first-time 
pregnant  women  or  families  with  dependent 
children.  Medically  needy  persons  are  any  of  the 
above  whose  incomes  are  above  eligibility  limits 
for  the  categorically  needy  but  who  have  high 
medical  expenses  that  reduce  their  resources 
below  established  limits.  Subject  to  broad 
federal  guidelines,  states  determine  the  benefits 
covered,  program  eligibility,  rates  of  payment 
for  providers  and  methods  of  administering  the 
program. 

Medicaid  Waiver  An  exemption  to  existing  federal 
Medicaid  regulations  granted  by  the  Health 
Care  Financing  Administration  (HCFA)  to  allow 
for  new  or  innovative  ways  of  delivering 
medical  care  to  residents  of  a  particular  state. 
States  are  using  this  mechanism  to  direct  their 
Medicaid  recipients  into  managed  care  plans  in 
order  to  save  money  and  extend  medical  care  to 
their  uninsured  populations.  States  can  apply 
for  two  types  of  waivers:  1115  and  1915.  Com- 
prehensive changes  to  a  state's  Medicaid  pro- 
gram fall  into  the  Section  1115  category,  and 
more  limited  demonstrations  projects  would 
require  a  Section  1915  waiver. 

Medical  Assistance  Facility  (MAF)  A  new  category 
of  hospital  facility  designed  in  Montana  for  the 
frontier  areas  of  that  state.  It  reduces  staffing 
requirements  and  costs.  The  program  received  a 
waiver  from  HCFA  in  1991. 

Medical  Audit  Detailed  retrospective  review  and 
evaluation  of  selected  medical  records  by 
qualified  professional  staff.  Medical  audits  are 
used  in  some  hospitals,  group  practices  and 
occasionally  in  private,  independent  practices 
for  evaluating  professional  performance  by 
comparing  it  with  accepted  criteria,  standards 


and  current  professional  judgment.  A  medical 
audit  is  usually  concerned  with  the  care  of  a 
given  illness  and  is  undertaken  to  identify 
deficiencies  in  that  care  in  anticipation  of 
educational  programs  to  improve  it. 
Medical  Management  Information  System  (MMIS) 
A  data  system  that  allows  payers  and  purchasers 
to  track  health  care  expenditure  and  utilization 
patterns. 

Medical  Savings  Account  (MSA)  An  idea  modeled 
on  the  concept  of  individual  retirement  accounts 
(IRAs)  and  often  referred  to  as  a  medical  IRA. 
Individuals  and  families  would  be  able  to 
deduct  from  their  taxes  each  year  the  amount  of 
money  deposited  into  a  designated  account  to 
pay  for  out-of-pocket  health  care  expenses. 

Medical  Social  Workers  Health  professionals  who 
match  people  in  need  with  available  resources 
and  specialize  in  dealing  with  the  social,  emo- 
tional and  environmental  problems  that  are 
related  to  illness  or  disability. 

Medically  Indigent  Persons  who  cannot  afford 
needed  health  care  because  of  insufficient 
income  and  /or  lack  of  adequate  health  insur- 
ance. 

Medically  Necessary  Those  covered  services 
required  to  preserve  and  maintain  the  health 
status  of  a  health  plan  subscriber  or  eligible 
person  in  accordance  with  generally  accepted 
standards  of  medical  care. 

Medically  Needy  Persons  who  are  categorically 
eligible  for  Medicaid  and  whose  income,  less 
accumulated  medical  bills,  is  below  state  income 
limits  for  the  Medicaid  program.  See  Spend 
Down. 

Medically  Underserved  Area  (MUA)  An  area 

determined  by  the  federal  government  to  have 
inadequate  access  to  health  care  as  determined 
by  the  Index  of  Medical  Underservice  (IMU). 

Medically  Underserved  Population  A  population 
group  experiencing  a  shortage  of  personal 
health  services.  A  medically  underserved 
population  may  or  may  not  reside  in  a  particular 
medically  underserved  area  or  be  defined  by  its 
place  of  residence.  Thus,  migrants,  American 
Indians  or  the  inmates  of  a  prison  or  mental 
hospital  may  constitute  such  a  population.  The 
term  is  defined  and  used  to  give  priority  for 
federal  assistance  (e.g.,  the  National  Health 
Service  Corps). 

Medicare  A  nationwide,  federally  administered 
health  insurance  program  authorized  in  1965  by 
Title  XVIII  of  the  Social  Security  Act  to  cover  the 
cost  of  hospitalization,  medical  care  and  some 
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Medicare  Approved  Charge 


MET 


related  services  for  eligible  persons  older  than 
age  65,  persons  receiving  Social  Security  Disabil- 
ity Insurance  payments  for  two  years,  and 
persons  with  end-stage  renal  disease.  Medicare 
consists  of  two  separate  but  coordinated  pro- 
grams— hospital  insurance  (Part  A)  and  supple- 
mentary medical  insurance  (Part  B).  Health 
insurance  protection  is  available  to  insured 
persons  without  regard  to  income. 

Medicare  Approved  Charge  The  amount  Medicare 
approves  for  payment  to  a  physician.  Typically, 
Medicare  pays  80  percent  of  the  approved 
charge,  and  the  beneficiary  pays  the  remaining 
20  percent.  Physicians  may  bill  beneficiaries  for 
an  additional  amount  (the  balance),  not  to 
exceed  15  percent  of  the  Medicare  approved 
charge.  See  Balance  Billing. 

Medicare  Conditions  of  Participation  Requirements 
that  hospitals  and  other  institutional  providers 
must  meet  to  be  allowed  to  receive  payment  for 
Medicare  patients.  An  example  is  the  require- 
ment that  hospitals  conduct  utilization  reviews. 

Medicare  Intermediaries  or  Carriers  Fiscal  agents 
(typically  Blue  Cross  plans  or  commercial 
insurance  firms)  under  contract  to  the  Health 
Care  Financing  Administration  (HCFA)  for 
administration  of  specific  Medicare  tasks.  These 
tasks  include  determining  reasonable  costs  for 
covered  items  and  services,  making  payments 
and  guarding  against  unnecessary  use  of 
covered  services.  Intermediaries  are  responsible 
for  hospital  payments,  and  carriers  are  respon- 
sible primarily  for  physician  payments.  Interme- 
diaries also  make  payments  for  home  health  and 
outpatient  hospital  services  covered  under 
Medicare  Part  B. 

Medicare/Medicaid  Beneficiary  One  who  receives 
coverage  for  health  services  under  Medicare  or 
Medicaid. 

Medicare  Operating  Margin  Revenues  received  by 
a  health  care  provider  from  Medicare  less  the 
provider's  operating  costs  covered  by  Medicare 
payments,  divided  by  Medicare  revenues  and 
multiplied  by  100.  Medicare  revenues  and  costs 
not  covered  under  Medicare's  prospective 
payment  system  (e.g.,  capital  expenditures, 
medical  education  costs)  are  excluded. 

Medicare  Risk  Contract  An  agreement  by  an  HMO 
or  competitive  medical  plan  to  accept  a  fixed 
dollar  reimbursement  per  Medicare  enrollee, 
derived  from  costs  in  the  fee-for-service  sector, 
for  delivery  of  a  full  range  of  Medicare  health 
services. 

Medicare  Secondary  Payer  (MSP)  An  instance 


when  Medicare  acts  as  the  secondary  payer.  For 
example,  a  private  insurance  plan  acts  as  the 
primary  payer,  while  Medicare  pays  the  remain- 
der of  the  bill. 

Medicare  Supplement  Policy  Sometimes  known  as 
a  Medigap  policy,  this  type  of  privately  pur- 
chased health  insurance  policy  covers  certain 
Medicare  costs  that  otherwise  would  have  to  be 
paid  by  beneficiaries.  These  costs  can  include 
the  deductible  for  Medicare  Part  A  (hospitaliza- 
tion) and  inpatient  days  in  excess  of  those 
covered  by  Medicare. 

Medigap  Policy  A  private  health  insurance  policy 
offered  to  Medicare  beneficiaries  to  cover 
expenses  not  paid  by  Medicare.  Medigap 
policies  are  strictly  regulated  by  federal  rules. 
Also  known  as  Medicare  supplemental  insur- 
ance. See  Medicare  Supplement  Policy. 

MEDLARS  Medical  Literature  and  Analysis  Re- 
trieval System  (National  Library  of  Medicine). 

MEDLINE  A  comprehensive  computerized  medical 
database  operated  by  the  National  Library  of 
Medicine  that  enables  users  to  obtain  the  latest 
information  on  medical  research  on  subjects  of 
related  interest. 

MEDTEP  Medical  Treatment  Effectiveness  Program. 

Mental  Health  Services  Comprehensive  mental 
health  services,  as  defined  under  some  state 
laws  and  federal  statutes,  include:  inpatient  care, 
outpatient  care,  day  care  and  other  partial 
hospitalization  and  emergency  services;  special- 
ized services  for  the  mental  health  of  children; 
specialized  services  for  the  mental  health  of  the 
elderly;  consultation  and  education  services; 
assistance  to  courts  and  other  public  agencies  in 
screening  catchment  area  residents;  follow-up 
care  for  catchment  area  residents  discharged 
from  mental  health  facilities  or  who  would 
require  inpatient  care  without  halfway  house 
services;  and  specialized  programs  for  the 
prevention,  treatment  and  rehabilitation  of 
alcohol  and  drug  abusers. 

Mental  Illness  All  forms  of  illness  in  which  psycho- 
logical, emotional  or  behavioral  disturbances  are 
the  dominating  feature.  The  term  is  relative  and 
variable  in  different  cultures,  schools  of  thought 
and  definitions.  It  includes  a  wide  range  of  types 
and  severities. 

Merger  (of  Health  Facilities)  The  union  of  two  or 
more  formerly  independent  institutions  under  a 
single  ownership,  accomplished  by  the  complete 
acquisition  of  one  institution's  assets  or  stock  by 
another  institution. 

MET  See  Multiple  Employer  Trust. 
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Metropolitan  Statistical  Area 


MUP 


Metropolitan  Statistical  Area  (MSA)  As  defined  by 
the  U.S.  Office  of  Management  and  Budget,  an 
MSA  is  a  county  or  group  of  counties  that 
includes  either  a  city  of  at  least  50,000  residents, 
or  an  urban  area  with  at  least  50,000  residents,  or 
an  urban  area  with  at  least  50,000  people  that  is 
itself  part  of  a  county/ counties  with  at  least 
100,000  residents. 

MEWA  See  Multiple  Employer  Welfare  Arrange- 
ment. 

MHC  See  Migrant  Health  Center. 

MHREF  Montana  Hospital  Research  and  Education 
Foundation. 

MHS  Multi-hospital  System. 

Mid-level  Practitioner  (MLP)  A  non-physician 
health  care  provider  who  diagnoses  and  treats 
patients'  illnesses;  provides  many  of  the  same 
services  as  family  physicians;  nurse  practitioners 
and  physician  assistants  are  the  most  common 
MLPs. 

Migrant  Health  Center  (MHC)  A  center  that  re- 
ceives federal  funds  under  Section  329  of  the 
Public  Health  Service  Act  to  provide  primary 
health  care  to  migrant  and  seasonal  farm 
workers  and  their  families. 

MLP  See  Mid-level  Practitioner. 

MLT  Medical  Laboratory  Technician. 

MMIS  See  Medical  Management  Information 
System. 

Modifier  Codes  Used  by  physician  assistants  when 
they  deliver  services  to  Medicare  beneficiaries  in 
hospitals,  nursing  homes  and  skilled-nursing 
facilities,  rural  health  professional  shortage  areas 
(HPS As)  and  when  they  assist  at  surgery.  When 
a  physician  assistant  provides  care  to  a  Medicare 
beneficiary  (except  in  the  office  when  the 
physician  is  present),  HCFA  requires  that 
modifier  codes  be  used  when  filling  out 
Medicare's  1500  claim  form.  Modifier  codes  let 
the  carrier  know  that  a  service  was  provided  by 
a  physician  assistant  and  the  services  should  be 
reimbursed  at  the  appropriate  rate.  Most  Medi- 
care carriers  use  the  modifier  code  AN  for 
medical  services  provided  by  physician  assis- 
tants provided  in  the  hospital  and  AS  for 
assisting  at  surgery  in  any  location.  AU  is 
typically  used  to  denote  the  physician  assistant- 
physician  team  approach  for  nursing  home  or 
skilled-nursing  facility  visits.  A  number  of 
different  codes  are  used  for  services  provided  in 
HPSA  offices.  Physicians  have  numeric  modifier 
codes  under  Medicare,  such  as  "80,"  which  are 
used  when  physicians  first  assist  at  surgery. 


MOOR  Mission-Oriented  Occupations  Recruitment. 

Morbidity  The  extent  of  illness,  injury  or  disability  in 
a  defined  population  usually  expressed  in 
general  or  specific  incidence  or  prevalence  rates. 

Mortality  Rate  Used  to  describe  the  relation  of  deaths 
to  the  population  in  which  they  occur.  The 
mortality  rate  (death  rate)  expresses  the  number 
of  deaths  in  a  unit  of  population  within  a  pre- 
scribed time  and  may  be  expressed  as  crude 
death  rates  (e.g.,  total  deaths  in  relation  to  total 
population  during  a  year)  or  as  death  rates 
specific  for  diseases,  and  sometimes  for  age,  sex 
or  other  attributes  (e.g.,  number  of  deaths  from 
cancer  in  white  males  in  relation  to  the  white 
male  population  during  a  given  year). 

MR  Mentally  Retarded. 

MRI  See  Magnetic  Resonance  Imaging. 

MSA  See  Medical  Savings  Account. 

MSA  See  Metropolitan  Statistical  Area. 

MSHA  Mine  Safety  and  Health  Administration 
(DOL). 

MSP  See  Medicare  Secondary  Payer. 

MSW  Master  of  Social  Work. 

MT  Medical  Technologist. 

MUA  See  Medically  Underserved  Area. 

MUA/P  Medically  Underserved  Area /Population. 

Multi-hospital  System  Two  or  more  hospitals 

owned,  leased,  sponsored  or  contract-managed 
by  a  central  organization. 

Multiple  Employer  Trust  (MET)  Arrangement 
through  which  two  or  more  employers  can 
provide  benefits,  including  health  coverage,  for 
their  employees  for  the  purpose  of  acquiring 
market  leverage  to  negotiate  favorable  health 
insurance  premiums.  Arrangements  formed  by 
associations  of  similar  employers  are  exempt 
from  most  state  regulations.  Redefined  as  a 
MEWA  by  the  Multiple  Employer  Welfare 
Arrangement  Act  of  1982. 

Multiple  Employer  Welfare  Arrangement  (MEWA) 
As  defined  by  the  1983  Erlenborn  ERISA  Amend- 
ment, an  employee  welfare  benefit  plan  or  any 
other  arrangement  providing  any  of  the  benefits 
of  an  employee  welfare  benefit  plan  to  the 
employees  of  two  or  more  employers.  MEWAs 
that  do  not  meet  the  ERISA  definition  of  em- 
ployee benefit  plan  and  are  not  certified  by  the 
U.S.  Department  of  Labor  may  be  regulated  by 
states.  MEWAs  that  are  fully  insured  and  certified 
must  only  meet  broad  state  insurance  laws 
regulating  reserves. 

MUP  See  Medically  Underserved  Population. 
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NACCHO  National  Association  of  County  and  City 

Health  Officials. 
NACHC  National  Association  of  Community  Health 

Centers. 

NACHO  National  Association  of  County  Health 
Officials. 

NACo  National  Association  of  Counties. 
NACO  National  Association  of  County  Officials. 
NACRH  National  Advisory  Committee  on  Rural 
Health. 

NADO  National  Association  of  Development 
Organizations. 

NAIC  National  Association  of  Insurance  Commis- 
sioners. 

NAL  National  Agriculture  Library  (USDA). 
NANP  National  Alliance  of  Nurse  Practitioners. 
NARHC  National  Association  of  Rural  Health 
Clinics. 

NARMH  National  Association  for  Rural  Mental 
Health. 

NASHP  National  Academy  for  State  Health  Policy 
National  Board  of  Medical  Examiners  Examination 
taken  by  most  U.S.  medical  school  graduates, 
recognized  by  licensing  jurisdictions  for  licen- 
sure. No  longer  administered;  replaced  by 
USMLE. 

National  Committee  for  Quality  Assurance 
(NCQA)  A  national  organization  founded  in 
1979  composed  of  14  directors  representing 
consumers,  purchasers  and  providers  of  man- 
aged health  care.  It  accredits  quality-assurance 
programs  for  prepaid  managed  health  care 
organizations  and  develops  and  coordinates 
programs  for  assessing  the  quality  of  care  and 
service  in  the  managed  care  industry. 

National  Health  Board  An  organization  that  would 


be  created  under  some  health  care  reform 
proposals.  The  board  would  specify  a  standard 
benefit  package  and  oversee  the  functioning  of 
health  alliances  under  a  system  of  managed 
competition. 

National  Health  Service  Corps  (NHSC)  A  program 
administered  by  the  U.S.  Public  Health  Service, 
Health  Resources  and  Services  Administration, 
that  places  physicians  and  other  providers  in 
health  professions  shortage  areas  (HPSAs)  by 
providing  scholarship  and  loan  repayment 
incentives.  Since  1970,  the  corps'  members  have 
worked  in  community  health  centers,  migrant 
centers,  American  Indian  health  facilities  and  in 
other  sites  targeting  underserved  populations. 

National  Rural  Health  Association  (NRHA)  A 
national  membership  organization  whose 
mission  is  to  improve  the  health  of  rural  Ameri- 
cans and  to  provide  leadership  on  rural  issues 
through  advocacy,  communications,  education 
and  research. 

NATT  National  Association  of  Towns  and  Town- 
ships. 

NBME  See  National  Board  of  Medical  Examiners. 
NCAI  National  Congress  of  American  Indians. 
NCCH  National  Council  of  Community  Hospitals. 
NCCMH  National  Council  of  Community  Mental 
Health. 

NCHS  National  Center  for  Health  Statistics. 
NCHSR/HCTA  National  Center  for  Health  Services 
Research /Health  Care  Technology  Assessment. 
NCI  National  Cancer  Institute. 

NCNR  National  Center  for  Nursing  Research  (NIH). 
NCOA  National  Council  on  the  Aging. 
NCQA  See  National  Committee  for  Quality  Assur- 
ance. 
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NCQHC  National  Committee  for  Quality  Health 
Care. 

NCRA  National  Center  on  Rural  Aging. 

Negative  Operating  Margin  A  loss  that  occurs  when 
costs  of  operation  exceed  revenues. 

Neonatal  Intensive  Care  Unit  A  specialized  hospital 
unit  combining  high  technology  and  highly 
trained  staff  that  treats  seriously  ill  newborns. 

Neonatal  Mortality  Death  during  the  first  four 
weeks  of  life. 

Neonatal  Mortality  Rate  The  annual  number  of 
neonatal  deaths  as  a  proportion  of  the  annual 
number  of  live  births. 

Net  Patient  Revenue  For  a  hospital  or  other  health 
care  facility  consists  of  gross  patient  revenue 
less  deductions  for  contractual  adjustments 
(amounts  of  patient  charges  not  paid  by  insur- 
ers), bad  debts,  charity  and  other  factors. 

Net  Total  Revenue  Consists  of  net  patient  revenue 
plus  all  other  revenue  of  a  hospital  or  other 
health  care  facility,  including  contributions, 
endowment  revenue,  government  grants  and  all 
other  payments  not  attributable  to  patient  care. 

Network  A  group  of  hospitals  or  other  health 
facilities  and  providers  that  work  together  to 
improve  their  individual  and  group  situations 
through  formal  or  informal  contracts  and 
agreements.  Typical  networks  involve  purchas- 
ing and  sharing  medical  equipment  and  health 
personnel. 

Network  Model  HMO  An  arrangement  in  which 
group  practices  (either  single  or  multispecialty) 
contract  with  an  HMO  to  provide  specific 
services  at  a  fixed  fee.  Each  group  practice  can 
determine  how  fees  are  distributed  to  individual 
providers  within  the  group.  Typically,  providers 
work  out  of  their  own  offices  and  will  also  see 
private,  traditional  fee-for-service  patients  in 
addition  to  the  HMO  referral  patients.  Network 
model  HMOs  are  usually  not  eligible  to  be 
federally  qualified. 

NF  Nursing  Facility. 

NFU  National  Farmers'  Union. 

NGA  National  Governors'  Association. 

NHI  National  Health  Insurance. 

NHSC  See  National  Health  Service  Corps  (BHCDA, 
HRSA,  PHS). 

NHTSA  National  Highway  Traffic  Safety  Adminis- 
tration (DOT). 

NIA  National  Institute  on  Aging. 

NIAAA  National  Institute  on  Alcohol  Abuse  and 
Alcoholism. 

NICU  See  Neonatal  Intensive  Care  Unit. 

NIDA  National  Institute  on  Drug  Abuse  (NIH). 


NIH  National  Institutes  of  Health. 

NIMH  National  Institute  of  Mental  Health  (NIH). 

NIOSH  National  Institute  of  Occupational  Safety 
and  Health. 

NLM  National  Library  of  Medicine  (DHHS). 

NLN  National  League  of  Nursing. 

NMHA  National  Mental  Health  Association. 

Non-invasive  Procedure  that  does  not  require  the 
cutting  of  skin  or  mucous  membrane  with  a 
surgical  knife  or  needle,  e.g.,  X-ray,  prescription 
drug  treatments. 

Non-medical  Health  insurance  contracts  that  are 
based  on  an  individual's  statement  of  health 
rather  than  a  physical  examination. 

Non-metropolitan  Statistical  Area  (Non-MSA)  Any 
area  not  in  an  MSA. 

Non-physician  Provider  Includes  nurse  practitio- 
ners, physician  assistants  and  certified  nurse 
midwives.  See  also  Mid-level  Provider  (MLP). 

NOSORH  National  Organization  of  State  Offices  of 
Rural  Health. 

NP  See  Nurse  Practitioner. 

NPHIC  National  Public  Health  Information  Coali- 
tion. 

NPP  See  Non-physician  Provider. 
NPR  National  Performance  Review. 
NPRM  Notice  of  Proposed  Rule  Making. 
NRDP  National  Rural  Development  Partnership. 
NRECA  National  Rural  Electric  Cooperative  Asso- 
ciation. 

NRHA  See  National  Rural  Health  Association. 

NRHN  National  Rural  Health  Network. 

NSAH  National  Society  of  Allied  Health. 

Nurse  An  individual  trained  to  care  for  the  sick, 
aged  or  injured.  A  nurse  can  be  defined  as  a 
professional  qualified  by  education  and  autho- 
rized by  law  to  practice  nursing.  There  are  many 
different  types,  specialties  and  grades  of  nurses. 

Nurse  Practitioner  (NP)  A  registered  nurse  qualified 
and  specially  trained  to  provide  primary  care, 
including  primary  health  care  in  homes  and  in 
ambulatory  care  facilities,  long-term  care 
facilities  and  other  health  care  institutions. 
Nurse  practitioners  generally  function  under  the 
supervision  of  a  physician  but  not  necessarily  in 
his  or  her  presence.  They  are  usually  salaried 
rather  than  reimbursed  on  a  fee-for-service 
basis,  although  the  supervising  physician  may 
receive  fee-for-service  reimbursement  for  their 
services.  Additionally  they  may  be  reimbursed 
directly  for  their  services  when  practicing  in 
rural  areas. 

Nursing  Home  Includes  a  wide  range  of  institutions 
that  provide  various  levels  of  maintenance  and 
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personal  or  nursing  care  to  people  who  are 
unable  to  care  for  themselves  and  who  have 
health  problems  that  range  from  minimal  to 
serious.  The  term  includes  free-standing  institu- 
tions or  identifiable  components  of  other  health 


facilities  that  provide  nursing  care  and  related 
services,  personal  care  and  residential  care. 
Nursing  homes  include  skilled-nursing  facili- 
ties and  extended-care  facilities  but  not  board- 
ing houses. 
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OAA  Old  -age  Assistance. 

OASDHI  Old  Age  Survivors,  Disability  and  Health 

Insurance  program. 
OASH  Office  of  the  Assistant  Secretary  for  Health 

(DHHS). 

OB/GYN  Obstetrics  and  gynecology.  Also  used  to 
refer  to  a  physician  in  this  specialty. 

OBRA  Omnibus  Budget  Reconciliation  Act. 

Obstetric  Care  Medical  care  received  during  preg- 
nancy labor  and  delivery  and  the  period 
immediately  following  birth. 

Occupancy  Ratio  of  average  number  of  inpatients 
(excluding  newborns)  receiving  care  to  the 
average  number  of  beds  in  a  hospital  set  up  and 
staffed  for  use  (i.e.,  statistical  beds)  during  a 
particular  reporting  period. 

Occupational  Health  Services  Health  services 
concerned  with  the  physical,  mental  and  social 
well-being  of  an  individual  in  relation  to  his  or 
her  working  environment  and  with  the  adjust- 
ment of  individuals  to  their  work.  The  term 
applies  to  more  than  the  safety  of  the  workplace 
and  includes  health  and  job  satisfaction.  In  the 
United  States,  the  principal  federal  statute 
concerned  with  occupational  health  is  the 
Occupational  Safety  and  Health  Act  adminis- 
tered by  the  Occupational  Safety  and  Health 
Administration  (OSHA)  and  the  National 
Institute  of  Occupational  Safety  and  Health 
(NIOSH). 

Occupational  Safety  and  Health  Administration 
(OSHA)  Created  by  a  federal  act  in  1970  as  part 
of  the  Department  of  Labor.  Activities  include 
developing  standards  for  occupational  safety 
and  health,  tracking  occupational  diseases  and 
working  with  state  occupational  health  and 


safety  programs. 

ODS  See  Organized  Delivery  System. 

Office  of  Rural  Health  Policy  (ORHP)  The  office 
coordinates  rural  health  activities  within  the 
Department  of  Health  and  Human  Services 
(DHHS)  and  works  with  other  federal  agencies, 
states,  foundations  and  private  sector  organiza- 
tions to  seek  solutions  to  rural  health  problems. 
The  Office  of  Rural  Health  Policy  was  estab- 
lished within  the  DHHS  in  1987. 

OHA  Office  of  Hearings  and  Appeals  (Social  Secu- 
rity Administration). 

OMB  Office  of  Management  and  Budget. 

OPD  Office  of  Program  Development  (PHS,  HRSA). 

OPEL  Office  of  Planning,  Evaluation  and  Legislation 
(PHS,  HRSA). 

Open-ended  HMO  For  the  user,  the  open-ended 
HMO  operates  much  like  the  more  traditional 
HMO.  Its  advantage  is  that  the  user  is  provided 
coverage  for  numerous  procedures  performed 
outside  the  HMO,  unlike  the  traditional  HMO, 
which  provides  extremely  limited  coverage  for 
procedures  not  performed  by  its  doctors  or 
hospitals.  Users  may  be  required  to  make  some 
copayments,  pay  deductibles  or  other  out-of- 
pocket  expenses  to  use  the  non-HMO  services. 

Open  Enrollment  The  time  span  during  which 

persons  in  a  dual-choice  health  benefits  program 
can  select  among  the  various  health  plans  being 
offered.  Also  the  period  referred  to  in  Section 
110.107  of  the  federal  qualification  regulations 
during  which  a  federally  qualified  HMO  must 
make  its  coverage  available  without  restrictions 
to  individual  (non-group)  subscribers  who  wish 
to  enroll. 

Open-Panel  HMO  A  health  maintenance  organiza- 
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tion  in  which  physicians  are  free  to  staff  several 
HMOs  if  requested  to  do  so. 

Operating  Costs  In  the  health  field,  the  financial 
requirements  necessary  to  operate  an  activity  or 
facility  that  provides  health  services.  These  costs 
normally  include  the  costs  of  personnel,  materi- 
als, overhead,  depreciation  and  interest. 

Operating  Margin  Revenues  from  sales  minus 

current  cost  of  goods  sold.  A  measure  of  operat- 
ing efficiency  that  is  independent  of  the  cost 
flow  assumption  for  inventory.  Sometimes 
called  "current  (gross)  margin." 

Operative  Report  The  surgical  report  and  prognosis 
usually  dictated  and  signed  by  the  attending 
physician  after  a  surgical  operation  has  been 
performed. 

Optionally  Renewable  Health  insurance  contract  in 
which  the  insurance  company  reserves  the  right 
to  terminate  the  policy  at  either  the  anniversary 
date  of  the  policy  or  on  any  date  premiums  for 
the  policy  are  due. 

Organized  Delivery  System  (ODS)  See  Integrated 
Services  Network  (ISN). 

ORH  Office  of  Rural  Health  (state-level). 

ORHP  See  Office  of  Rural  Health  Policy  (PBS, 
HRSA). 

OSAP  Office  for  Substance  Abuse  Prevention 
(SAMHSA). 

OSHA  See  Occupational  Safety  and  Health  Adminis- 
tration (DOL). 

Osteopathic  Medicine  Practice  of  medicine  in  which 
illness  requires  treatment  of  the  whole  body  to 
return  it  to  a  state  of  health  by  treating  the 
imbalance  with  surgery,  medication,  nutritional 
therapy  and  spinal  manipulation.  Osteopathic 
physicians  earn  title  of  Doctor  of  Osteopathy 
(D.O.). 

OSTP  Office  of  Science  and  Technology  Policy 
(Executive). 

OT  Occupational  Therapist. 

OTA  Office  of  Technology  Assessment  (U.S.  Con- 
gress). 


OTI  Office  of  Treatment  Improvement  (SAMHSA). 

Outcomes  Research  Research  on  measures  of 
changes  in  patient  outcomes,  that  is,  patient 
health  status  and  satisfaction,  resulting  from 
specific  medical  and  health  interventions. 
Attributing  changes  in  outcomes  to  medical  care 
requires  distinguishing  the  effects  of  care  from 
the  effects  of  the  many  other  factors  that  influ- 
ence patients'  health  and  satisfaction 

Outlier  A  hospital  admission  requiring  either 
substantially  more  expense  or  a  much  longer 
length  of  stay  than  average.  Under  diagnosis- 
related  group  (DRG)  reimbursement,  outliers  are 
given  special  treatment  (subject  to  peer  review 
and  organization  review). 

Outmigration  The  movement  by  rural  residents 
outside  their  communities  (particularly  to  urban 
areas)  to  receive  health  care  and  other  services. 

Out-of-Pocket  Costs  The  amount  of  money  (usually 
an  insured  person's  deductible  and  copayment) 
that  the  third-party  payer  does  not  cover.  With 
some  HMOs  and  PPOs,  the  out-of-pocket  costs 
can  be  considered  the  payment  required  at  each 
visit  (e.g.,  $5  or  $10  per  visit). 

Outpatient  A  patient  who  is  receiving  ambulatory 
care  at  a  hospital  or  other  facility  without  being 
admitted  to  the  facility.  Usually,  it  does  not 
mean  people  receiving  services  from  a 
physician's  office  or  other  program  that  also 
does  not  provide  inpatient  care.  See  Ambulatory 
Care. 

Outpatient  Care  Services  provided  in  a  hospital  and 
that  do  not  include  an  overnight  stay. 

Outpatient  Surgery  See  Ambulatory  Surgery. 

Overhead  Costs  The  general  costs  of  operating  an 
entity,  which  are  allocated  to  all  the  revenue- 
producing  operations  of  the  entity  but  which  are 
not  directly  attributable  to  a  single  activity.  For  a 
hospital,  these  costs  normally  include  mainte- 
nance of  plant,  occupancy  costs,  housekeeping, 
administration  and  others. 
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PA  See  Physician  Assistant. 

Paramedic  A  trained  ambulance  crew  professional 
on  an  ambulance  who  is  capable  of  stabilizing 
patients  with  life-threatening  conditions  and 
who  can  perform  highly  technical  procedures 
without  direct  physician  supervision  by  follow- 
ing predetermined  protocols. 

Partial  Hospitalization  A  planned  transitional 
program  of  mental  health  treatment  services 
after  psychiatric  hospitalization  or  residential 
treatment  when  a  patient  no  longer  needs  24- 
hour  care. 

Participating  Physician  A  physician  who  signs  an 
agreement  to  accept  assignment  on  all  Medicare 
claims  for  one  year.  See  Assignment. 

PASARR  Preadmission  Screening  and  Annual 
Resident  Review. 

Passive  Intervention  Health  promotion  and  disease 
prevention  initiatives  that  do  not  require  the 
direct  involvement  of  the  individual  (e.g., 
fluoridation  programs)  are  termed  "passive." 
Most  often  these  types  of  initiatives  are  govern- 
ment sponsored. 

PATCH  Planned  Assessment  to  Community  Health. 

Patient  Margin  A  measure  of  the  profitability  of 
patient  care,  calculated  as  patient  care  revenues 
minus  total  costs  divided  by  patient  care  rev- 
enues. See  Net  Patient  Revenues. 

Patient  Origin  Study  A  study,  generally  undertaken 
by  an  individual  health  program  or  health 
planning  agency,  to  determine  the  geographic 
distribution  of  the  residences  of  the  patients 
served  by  one  or  more  health  programs.  Such 
studies  help  define  catchment  and  medical  trade 
areas  and  are  useful  in  locating  and  planning  the 
development  of  new  services. 


Payer  The  party  who  pays  for  hospital  and  medical 
services  provided  to  any  patient.  This  can  either 
be  the  patient  or  a  third-party  payer,  such  as  an 
insurance  company. 

PBGC  Pension  Benefit  Guarantee  Corporation. 

PCCA  Primary  Care  Cooperative  Agreement. 

PCCM  Primary  Care  Case  Management. 

PCH  Primary  Care  Hospital  (See  RPCH). 

Peer  Review  Generally,  the  evaluation  by  practicing 
physicians  or  other  professionals  of  the  effective- 
ness and  efficiency  of  services  ordered  or 
performed  by  other  members  of  the  profession 
(peers).  Frequently,  peer  review  refers  to  the 
activities  of  the  Professional  Review  Organiza- 
tions (PROs)  and  also  to  review  of  research  by 
other  researchers. 

Peer  Review  Organization  (PRO)  Organizations 
established  in  1982  (Public  Law  97-248)  with 
which  the  U.S.  Department  of  Health  and 
Human  Services  contracts  to  review  the  appro- 
priateness of  settings  of  care  and  the  quality  of 
care  provided  to  Medicare  beneficiaries. 

Perinatal  Care  Medical  care  pertaining  to  or  occur- 
ring in  the  period  shortly  before  or  after  birth; 
variously  defined  as  beginning  with  the  comple- 
tion of  the  20th  to  28th  week  of  gestation  and 
ending  seven  to  28  days  after  birth. 

Perinatal  Mortality  Fetal  and  neonatal  deaths 
combined. 

Perinatal  Mortality  Ratio  The  annual  number  of 
perinatal  deaths  as  a  proportion  of  the  annual 
number  of  live  births. 

Personal  Choice  PPO  Under  this  system,  employees 
are  free  to  choose  any  PPO  they  want.  Therefore, 
every  PPO  must  compete  for  its  client  base  each 
year.  Employers  find  that  administrative  costs 
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are  higher  than  a  system  in  which  they  restrict 
their  employees'  choice  of  competing  PPOs. 
PHHS  Preventive  Health  and  Health  Services  Block 
Grant. 

PHO  See  Physician-Hospital  Organization. 

PHS  Public  Health  Service  (DHHS). 

Physician  Assistant  (PA)  Also  known  as  a  physician 
extender,  a  physician  assistant  is  a  specially 
trained  and  licensed  or  otherwise  credentialed 
individual  who  performs  tasks  that  might 
otherwise  be  performed  by  a  physician,  under 
the  direction  of  a  supervising  physician. 

Physician-hospital  Organization  (PHO)  A  legal 
entity  formed  by  a  hospital  and  a  group  of 
physicians  to  further  mutual  interests  and  to 
achieve  market  objectives.  A  PHO  generally 
combines  physicians  and  a  hospital  into  a  single 
organization  for  the  purpose  of  obtaining  payer 
contracts.  Doctors  maintain  ownership  of  their 
practices  and  agree  to  accept  managed  care 
patients  according  to  the  terms  of  a  professional 
services  agreement  with  the  PHO.  The  PHO 
serves  as  a  collective  negotiating  and  contracting 
unit.  It  typically  is  owned  and  governed  jointly 
by  a  hospital  and  shareholder  physicians. 

Physician  Payment  Review  Commission  (PPRC)  A 
bipartisan  congressional  commission  established 
by  the  Comprehensive  Omnibus  Budget  Recon- 
ciliation Act  of  1985  (Public  Law  99-272)  to  make 
recommendations  to  Congress  and  the  secretary 
of  the  Department  of  Health  and  Human 
Services  on  various  issues  relating  to  changes  in 
physician  payment  under  Medicare  and  Medic- 
aid. The  commission  has  conducted  analyses  of 
physician  payment  issues  and  worked  closely 
with  the  Congress  to  bring  about  comprehensive 
reforms  in  Medicare  physician  payment  policy. 
Its  recommendations  formed  the  basis  of  1989 
legislation  that  created  the  RBRVS,  a  resource- 
based  fee  schedule  limiting  the  amount  physi- 
cians may  charge  patients. 

PNP  Pediatric  Nurse  Practitioner. 

Point  of  Service  A  health  insurance  benefits  plan  in 
which  subscribers  can  select  among  different 
providers  when  in  need  of  health  care  services, 
rather  than  only  being  able  to  see  those  provid- 
ers sponsored  by  the  plan.  The  insured  person 
can  choose  among  providers  each  time  he  or  she 
seeks  medical  care.  The  incentives  for  the 
insured  person  to  choose  a  provider  sponsored 
by  the  plan  are  lower  or  no  deductibles  and 
copayments  and  increased  plan  benefits. 

Policy  A  written  statement  outlining  an  insurance 
contract. 


Portability  Requirement  that  health  plans  guarantee 
continuous  coverage  without  waiting  periods 
for  persons  moving  between  plans. 

Positive  Operating  Margin  A  surplus  that  occurs 
when  revenues  exceed  costs  of  operation. 

Post  Neonatal  Mortality  Deaths  that  occur  from  28 
days  to  age  one. 

Post  Neonatal  Mortality  Rate  The  annual  number  of 
postneonatal  deaths  as  a  proportion  of  the 
annual  number  of  live  births. 

PPA  Private  Practice  Assignment. 

PPO  See  Preferred  Provider  Organization. 

PPRC  See  Physician  Payment  Review  Commission. 

PPS  See  Prospective  Payment  System. 

Practice  Guidelines,  Parameters  Standards  used  to 
guide  providers  based  on  accepted  clinical 
treatment  protocols  for  typical  cases. 

Practicing  Physician  Advisory  Council  A  council, 
appointed  by  the  Department  of  Health  and 
Human  Services  (DHHS),  consisting  of  15 
physicians  who  meet  quarterly  to  advise  the 
secretary  of  DHHS  and  the  administrator  of  the 
Health  Care  Financing  Administration  (HCFA) 
on  the  impact  of  Medicare  policies  and  regula- 
tions on  physicians  who  treat  Medicare  patients. 

Preadmission  Certification  A  process  through 
which  admission  to  a  health  institution  is 
reviewed  in  advance  to  determine  need  and 
appropriateness  and  to  authorize  a  length  of 
stay  consistent  with  norms  for  the  evaluation. 

Preadmission  Testing  A  set  of  medical  tests  per- 
formed on  an  individual  to  determine  if  he  or 
she  should  be  admitted  to  a  hospital  for  medical 
treatment. 

Preceptorship  An  arrangement  whereby  a  student 
takes  part  of  his  or  her  training  under  the 
supervision  of  an  active  practitioner  at  that 
practitioner's  work  site.  For  example,  an  office- 
based  physician  in  a  rural  area  may  serve  as  a 
preceptor  for  a  medical  student,  instructing  the 
student  in  the  various  aspects  of  rural  medical 
practice. 

Pre-existing  Condition  A  physical  or  mental  condi- 
tion that  exists  prior  to  the  purchase  of  a  health 
insurance  policy  or  the  enrollment  of  an  indi- 
vidual or  family  into  a  health  care  plan.  Limits 
on  pre-existing  conditions  may  take  the  form  of 
higher  premiums,  exclusion  of  payment  for 
certain  medical  treatment(s)  for  a  set  period  of 
time  or  total  exclusion  of  coverage. 

Preferred  Provider  Arrangement  (PPA)  Selective 
contracting  with  a  limited  number  of  health  care 
providers,  often  at  reduced  or  pre-negotiated 
rates  of  payment. 
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Preferred  Provider  Organization  (PPO)  A  group  or 
network  of  health  care  providers  (or  institutions) 
through  which  employer-sponsored  health 
benefit  plans  and  health  insurance  carriers 
contract  to  purchase  health  care  services  for 
covered  beneficiaries  from  a  selected  group  of 
participating  providers.  Typically  participating 
providers  in  PPOs  agree  to  abide  by  utilization 
management  and  other  procedures  imple- 
mented by  the  PPO  and  agree  to  accept  the 
PPO's  reimbursement  structure  and  payment 
levels,  which  can  be  negotiated  by  an  insurer, 
employer  or  third-party  administrator. 

The  employer  and  /  or  insurance  carrier 
establishes  financial  incentives  in  the  form  of 
increased  benefits  for  insured  members  to  use 
the  participating  preferred  hospitals  and  provid- 
ers. In  contrast  to  typical  HMO  coverage,  PPO 
coverage  often  permits  subscribers  to  use  non- 
PPO  providers,  although  higher  levels  of  co- 
insurance and  deductibles  routinely  apply  to 
services  provided  by  these  non-participating 
providers.  PPOs  often  are  formed  as  a  competi- 
tive response  to  HMOs.  Some  PPOs  now  are 
emerging  that  require  providers  to  share  in  the 
financial  risk.  The  incentives  for  providers  and 
institutions  to  join  the  plan  can  include  an 
increased  volume  of  patients  and  faster  claims 
payment. 

Premature  Births  Babies  born  between  20  and  36 
weeks'  gestation  (also  called  preterm  births). 

Premium  Often  used  interchangeably  with  the  term 
"rate,"  premium  is  the  price  charged  by  insurers 
for  a  defined  set  of  health  care  benefits. 

Prenatal  Care  Medical  services  delivered  from 

conception  to  labor.  Prenatal  care  and  intrapar- 
tum care  combined  are  referred  to  as  maternity 
care.  Early  prenatal  care  is  care  received  in  the 
first  trimester  of  pregnancy. 

Prepaid  Health  Plan  (PHP)  Falling  between  the  full- 
risk  plan  and  the  primary  care  case  management 
plan  (PCCM),  PHPs  either  contract  on  a  pre- 
paid, capitated  risk  basis  to  provide  services  that 
are  not  risk  services,  or  contract  on  a  non-risk 
basis.  Some  PHPs  meet  the  definition  of  HMOs 
but  are  treated  as  PHPs  through  special  statu- 
tory exemption. 

Prepayment  Usually  refers  to  any  payment  to  a 
provider  for  anticipated  services  (such  as  an 
expectant  mother  paying  in  advance  for  mater- 
nity care).  Sometimes  prepayment  is  distin- 
guished from  insurance  as  referring  to  payment 
to  organizations,  which,  unlike  an  insurance 
company,  take  responsibility  for  arranging  for 


and  providing  needed  services  as  well  as  paying 
for  them  (such  as  health  maintenance  organiza- 
tions, prepaid  group  practices  and  medical 
foundations). 

Prevailing  Charge  (Medicare)  One  of  the  factors 
formerly  used  for  determining  a  physician's 
payment  for  a  service  under  Medicare,  set  at  a 
percentile  of  customary  charges  of  all  physicians 
in  the  locality  See  Customary,  Prevailing  and 
Reasonable  (CPR)  method. 

Prevailing  Charge  Locality  (Medicare)  A  particular 
geographic  locality  within  which  Medicare 
formerly  determined  prevailing  charges  and  set 
payment  under  Part  B  for  medical  services 
provided  by  physicians  and  other  qualifying 
health  care  practitioners.  They  are  now  called 
Medicare  Payment  Localities. 

Prevalence  The  number  of  cases  of  disease,  infected 
persons  or  persons  with  some  other  attribute 
present  at  a  particular  time  and  in  relation  to  the 
size  of  the  population  from  which  drawn.  It  can 
be  a  measurement  of  morbidity  at  a  moment  in 
time,  e.g.,  the  number  of  cases  of  hemophilia  in 
the  country  as  of  the  first  of  the  year. 

Preventive  Care  Programs  Often  called  wellness 
programs,  these  programs  use  exercise,  health 
education  and  promotion  as  vehicles  to  keep 
people  healthy. 

Preventive  Medicine  Care  that  has  the  aim  of 
preventing  disease  or  its  consequences.  It 
includes  health  care  programs  aimed  at  warding 
off  illnesses  (e.g.,  immunizations),  early  detec- 
tion of  disease  (e.g.,  Pap  smears)  and  inhibiting 
further  deterioration  of  the  body  (e.g.,  exercise 
or  prophylactic  surgery).  Preventive  medicine 
developed  following  discovery  of  bacterial 
diseases  and  was  concerned  in  its  early  history 
with  specific  medical  control  measures  taken 
against  the  agents  of  infectious  diseases.  Preven- 
tive medicine  is  also  concerned  with  general 
preventive  measures  aimed  at  improving  the 
healthfulness  of  the  environment.  In  particular, 
the  promotion  of  health  through  altering  behav- 
ior, especially  using  health  education,  is  gaining 
prominence  as  a  component  of  preventive  care. 

PRHBs  Post-retirement  Health  Benefits. 

Primary  Care  The  first  level  of  comprehensive 
health  care  based  on  direct  contact  with  the 
patient.  Primary  care  assumes  responsibility  for 
maintaining  health  (not  simply  managing 
illness)  with  an  emphasis  on  preventive  care. 
Primary  care  providers  are  generally  regarded 
as  clinicians  in  family  practice,  general  pediat- 
rics and  general  internal  medicine.  Primary  care 


Rural  Health  Dictionary  of  Terms,  Acronyms  and  Organizations 


Primary  Care  Case  Management  Plan 


Provider  Participation 


is  considered  comprehensive  when  the  primary 
provider  takes  responsibility  for  the  overall 
coordination  of  the  care  of  the  patient's  health 
problems,  be  they  biological,  behavioral  or 
social.  The  appropriate  use  of  consultants  and 
community  resources  is  an  important  part  of 
effective  primary  care.  Such  care  is  generally 
provided  by  physicians  but  is  increasingly 
provided  by  other  personnel,  such  as  nurse 
practitioners  or  physician  assistants. 

Primary  Care  Case  Management  Plan  (PCCM)  The 
state  Medicaid  agency  contracts  directly  with 
primary  care  providers  to  act  as  gatekeepers, 
approving  and  monitoring  all  covered  services 
for  the  patient.  For  this  case  management 
service,  the  primary  care  providers  are  paid  a 
per-patient  per-month  case-management  fee 
(usually  around  $3  to  $5).  In  addition,  the 
providers  are  reimbursed  by  the  state  on  a  fee- 
for-service  basis  for  all  services  provided. 

Primary  Care  Hospital  A  hospital  without  extensive 
critical  care  capabilities  that  treats  patients  with 
minor,  less  acute  illnesses  that  can  also  admit 
patients  overnight  for  observation. 

Primary  Care  Physicians  (as  defined  for  HPSA 
designation  purposes)  Family  physicians, 
general  practitioners,  general  pediatricians, 
obstetricians  and  gynecologists,  and  general 
internists. 

Prior  Authorization  The  evaluation  of  a  patient's 
medical  need  and  the  approval  for  medical  care 
before  the  procedure  is  performed;  monitoring 
and  controlling  a  patient's  access  to  medical 
care. 

Priority  Groups  The  ranking  of  designated  HPSAs 
into  four  groups  according  to  population-to- 
practitioner  ratios  and  indications  of  high  need 
and  insufficient  capacity  (group  1  HPSAs 
indicate  greatest  need). 

PRO  See  Peer  Review  Organization. 

Probationary  Period  Time  between  the  day  a  health 
insurance  policy  goes  into  effect  and  the  date 
coverage  begins  for  any  special  conditions 
outlined  and  mutually  agreed  to  in  the  insur- 
ance policy. 

Procedural  Services  Services  that  are  dependent  in  a 
substantial  way  on  the  use  of  a  medical  device. 
Contrast  Evaluation  and  Management  Services. 

Procedure  (medical  or  surgical)  A  medical  technol- 
ogy involving  any  combination  of  drugs, 
devices  and  provider  skills  and  abilities.  An 
appendectomy,  for  example  may  involve  drugs 
(for  anesthesia),  monitoring  devices,  surgical 
devices  and  the  skilled  actions  of  physicians, 


nurses  and  support  staffs. 

ProPAC  See  Prospective  Payment  Assessment 
Commission. 

Proprietary  Profit  making;  owned  and  operated  for 
the  purpose  of  making  a  profit,  whether  or  not 
one  is  actually  made. 

Pro  Rata  Distribution  of  any  liability  among  those 
people  or  groups  having  risk. 

Prospective  Payment  Any  method  of  paying  hospi- 
tals or  other  health  programs  in  which  amounts 
or  rates  of  payment  are  established  in  advance 
for  a  defined  period  (usually  a  year).  Institutions 
are  paid  these  amounts  regardless  of  the  costs 
they  actually  incur.  These  systems  of  payment 
are  designed  to  introduce  a  degree  of  constraint 
on  charge  or  cost  increases  by  setting  limits  on 
amounts  paid  during  a  future  period.  In  some 
cases,  such  systems  provide  incentives  for 
improved  efficiency  by  sharing  savings  with 
institutions  that  perform  at  lower-than-antici- 
pated  costs.  Prospective  payments  contrasts 
with  the  method  of  payment  originally  used 
under  Medicare  and  Medicaid  (as  well  as  other 
insurance  programs)  where  institutions  were 
reimbursed  for  actual  expenses  incurred. 

Prospective  Payment  Assessment  Commission 
(ProPAC)  A  commission  established  in  1983  by 
the  same  law  that  created  the  DRG-based 
prospective  payment  system  for  Medicare 
(Public  Law  98-21)  to  advise  the  secretary  of  the 
Department  of  Health  and  Human  Services  on 
various  activities  needed  to  maintain  and 
improve  that  payment  system.  The  commission 
works  to  assure  access  to  health  care  and 
encourage  productivity  and  cost-effectiveness 
within  the  health  care  industry.  The 
commission's  main  responsibilities  include 
recommending  an  appropriate  annual  percent- 
age change  in  DRG  payments;  recommending 
needed  changes  in  the  DRG  classification  system 
and  individual  DRG  weights;  collecting  and 
evaluating  data  on  medical  practices,  patterns 
and  technology;  and  reporting  on  its  activities. 

Prospective  Payment  System  (PPS)  Medicare's 
system  of  paying  hospitals  where  rates  are  set 
prior  to  the  provision  of  the  service  based  on  the 
patient's  diagnosis. 

Provider  Physician,  hospital  and  other  health  care 
organization  that  treats  individuals  for  illnesses 
and  injuries. 

Provider  Participation  (in  Medicare  or  Medicaid) 

The  decision  of  a  physician  or  other  health  care 
provider  to  treat  patients  who  are  covered  by 
either  Medicare  or  Medicaid. 
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Provider  Profiling  The  collection  and  analysis  of 
medical  services  and  claims  data  to  identify  cost, 
utilization  and  quality-of-care  characteristics  of 
health  care  providers. 

Provider  Service  Organization  (PSO)  See  Provider 
Sponsored  Network  and  Physician-Hospital 
Organization. 

Provider  Sponsored  Network  (PSN)  Formal  affilia- 
tions of  providers,  organized  and  operated  to 
provide  an  integrated  network  of  health  care 
providers  with  which  third  parties,  such  as 
insurance  companies,  HMOs  or  other  health 
plans,  may  contract  for  health  care  services  to 
covered  individuals.  Some  models  of  integration 
include  physician  hospital  organizations  (PHOs) 
and  management  service  organizations  (MSOs). 


Purchasing  Organization 


PT  Physical  Therapist. 

Public  Health  The  science  dealing  with  the  protec- 
tion and  improvement  of  community  health  by 
organized  community  effort.  Public  health 
activities  are  generally  those  that  are  less  ame- 
nable to  being  undertaken  by  individuals,  or 
that  are  less  effective  when  undertaken  on  an 
individual  basis,  and  do  not  always  include 
direct  personal  health  services.  Public  health 
activities  include:  immunizations;  sanitation; 
preventive  medicine,  quarantine  and  other 
disease-control  activities;  occupational  health 
and  safety  programs;  assurance  of  the  healthful- 
ness  of  air,  water  and  food;  health  education; 
epidemiology;  and  others. 

Purchasing  Organization  See  Health  Insurance 
Purchasing  Cooperative  (HIPC). 
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QA  See  Quality  Assurance. 

QARI  See  Quality  Assurance  Reform  Initiative. 

QC  Quality  Control. 

QMB  Qualified  Medicare  Beneficiary. 

Quality  The  safe  delivery  of  appropriate  health  care 
services  in  which  the  benefits  to  the  patient  equal 
or  outweigh  the  risks  of  treatment. 

Quality  Assurance  (QA)  Activities  and  programs 
intended  to  ensure  the  quality  of  care  in  a 
defined  medical  setting.  QA  programs  typically 
include  peer  or  utilization  review  procedures  to 
remedy  any  identified  deficiencies  in  quality.  A 
successful  quality  assurance  program  should  also 
have  a  mechanism  for  assessing  health  outcomes. 

Quality  Assurance  Reform  Initiative  (QARI)  A 
process  developed  by  the  Health  Care  Financing 
Administration  to  develop  a  health  care  quality 
improvement  system  for  Medicaid  managed  care 
plans. 

Quality  of  Care  Can  be  defined  as  a  measure  of  the 
degree  to  which  delivered  health  services  meet 


established  professional  standards  and  judg- 
ments of  value  to  the  consumer.  Quality  may 
also  be  seen  as  the  degree  to  which  actions  taken 
or  not  taken  maximize  the  probability  of  benefi- 
cial health  outcomes  and  minimize  risk  and 
other  untoward  outcomes,  given  the  existing 
state  of  medical  science  and  art.  Quality  is 
frequently  described  as  having  three  dimen- 
sions: quality  of  input  resources  (certification 
and /or  training  of  providers),  quality  of  the 
process  of  services  delivery  (the  use  of  appropri- 
ate procedures  for  a  given  condition),  and 
quality  of  outcome  of  service  use  (actual  im- 
provement in  condition  or  reduction  of  harmful 
effects). 

Quality  Report  Cards  Periodic  ratings  of  providers 
(or  institutions)  given  by  managed  care  organi- 
zations dealing  with  quality  of  care,  patient 
satisfaction  and  adherence  to  cost-control 
guidelines. 
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RAN  Rural  Area  Computer  Network. 

Rate  (1)  A  measure  of  the  intensity  of  the  occurrence 
of  an  event.  For  example,  the  mortality  rate 
equals  the  number  who  die  in  one  year  divided 
by  the  number  at  risk  of  dying.  Rates  are  usually 
expressed  using  a  standard  denominator  such  as 
1,000  or  100,000.  (2)  The  cost  of  a  unit  of  a 
particular  type  of  insurance. 

Rate  Band  The  allowable  variation  in  insurance 
premiums  as  defined  in  state  regulations. 
Acceptable  variation  may  be  expressed  as  a  ratio 
from  highest  to  lowest  (e.g.,  3:1)  or  as  a  percent 
from  the  community  rate  (e.g.,  +/-20%). 

Rate  Review  Review  by  a  government  or  private 
agency  of  a  hospital's  budget  and  financial  data, 
performed  for  the  purpose  of  determining  the 
reasonableness  of  the  hospital  rates  and  evaluat- 
ing proposed  rate  increases. 

Rational  Service  Areas  To  be  proposed  for  HPSA 
designation,  an  area  must  be  "rational"  for  the 
delivery  of  services  based  on  criteria  governing 
the  size  and  boundaries  of  the  area  and  consid- 
eration of  factors  such  as  established  transporta- 
tion routes  and  language  barriers. 

RBRVS  See  Resource-based  Relative  Value  Scale 
(Medicare). 

RDA  Rural  Development  Administration  (USDA). 
RDC  Rural  Development  Council. 
REA  Rural  Electrification  Administration  (USDA). 
Referral  The  process  of  sending  a  patient  from  one 

practitioner  to  another  for  health  care  services. 

Health  plans  may  require  that  designated 

primary  care  providers  authorize  a  referral  for 

coverage  of  specialty  services. 
Regression  Analysis  Regression  analysis  is  a  tool 

used  by  economists  and  others  to  estimate  the 


relationships  among  a  dependent  variable  Y  and 
one  (or  many)  independent  variable(s)  X.  The 
purpose  of  regression  analysis  is  the  best  fit  data 
points  from  a  straight  line  down  on  an  XY 

graph- 
Rehabilitation  The  combined  and  coordinated  use 
of  medical,  social,  educational  and  vocational 
measures  for  training  or  retraining  individuals 
disabled  by  disease  or  injury  to  the  highest 
possible  level  of  functional  ability.  Several 
different  types  of  rehabilitation  are  distin- 
guished: vocational,  social,  psychological, 
medical  and  educational. 
Rehabilitative  Care  Care  for  patients  who  are 

temporarily  incapable  of  caring  for  themselves 
due  to  disabling  conditions  that  uses  various 
therapies  to  return  patients  to  self-sufficiency  or 
functional  levels  existing  prior  to  illness. 
Reimbursement  (1)  The  dollar  compensation 

forwarded  by  the  insurer  to  the  policyholder  for 
specific  losses  covered  by  the  insurance  policy. 
(2)  The  process  by  which  health  care  providers 
receive  payment  for  their  services.  Because  of 
the  nature  of  the  health  care  environment, 
providers  are  often  reimbursed  by  third  parties 
who  insure  and  represent  patients. 
Reinsurance  An  arrangement  in  which  one  insurer 
transfers  all  or  a  portion  of  its  risk  to  another 
insurer  (i.e.,  reinsurer)  by  purchasing  a  policy 
from  the  reinsurer. 
Relative  Risk  The  rate  of  disease  in  one  group 

exposed  to  a  particular  factor  (e.g.,  a  toxic  spill) 
divided  by  the  rate  in  another  group  that  is  not 
exposed.  A  relative  risk  of  one  (1)  indicates  that 
the  two  groups  have  the  same  rate  of  disease. 
Relative  Value  Scale  (RVS)  A  guide  (not  a  payment 
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amount  or  fee  schedule)  that  attempts  to  show  a 
unit  or  point  rating  system  of  the  relationship 
between  the  time,  competency,  experience, 
severity  and  other  factors  required  to  perform 
one  professional  service  as  compared  to  other 
professional  services  under  usual  conditions. 
Such  a  scale  becomes  a  fee  schedule  only  when  a 
dollar  amount  is  assigned  to  each  unit  or  rating 
point. 

Release  To  give  up  the  right  to  either  a  claim  or  to 
damages. 

Renewal  The  re-establishment  of  an  insurance 
policy  already  in  place.  This  is  achieved  by 
premium  payments. 

Replacement  Policy  A  policy  written  to  take  the 
place  of  a  previous  insurance  contract. 

Report  Card  A  report  presented  on  quality  of  health 
services  designed  to  inform  patients  and  health 
care  purchasers  of  practitioner  and  organiza- 
tional performance. 

Reproductive-age  Women  Women  between  and 
including  the  ages  of  15  and  49  years. 

Residency  A  physician  training  program  of  three  or 
four  years  following  medical  school;  completion 
of  a  residency  training  program  allows  a  physi- 
cian to  call  himself  or  herself  a  specialist  in  that 
specific  field  of  medicine  (e.g.,  internist,  family 
physician,  pediatrician). 

Resource-based  Relative  Value  Scale  (RBRVS)  An 
index  established  as  part  of  the  Omnibus 
Reconciliation  Act  of  1989  that  assigns  relative 
value  weights  to  each  medical  service  provided 
by  a  physician.  The  weights  represent  the 
relative  amount  of  resources,  including  time  and 
overhead,  involved  in  providing  each  service. 
The  new  Medicare  fee  schedule  for  physician 
compensation  uses  RBRVS.  This  payment 
methodology  has  three  components:  a  relative 
value  for  each  procedure,  a  geographic  adjust- 
ment factor  and  a  dollar  conversion  factor. 

Respiratory  Distress  Syndrome  (RDS)  An  acute 
respiratory  disorder  that  in  premature  infants  is 
thought  to  be  caused  by  a  deficiency  of  pulmo- 
nary surfactant.  In  severe  form,  patients  often 
need  mechanical  assistance  to  breathe. 

Respite  Services  Support  care  given  to  dependent 
individuals  by  people  who  relieve  family 
members  and  others  responsible  for  caring  for 
the  ill  or  injured  patient. 

Retrospective  Cost-based  Reimbursement  A 
payment  method  for  health  care  services  in 
which  hospitals  (or  other  providers)  are  paid 
their  incurred  costs  of  treating  patients  after  the 
treatment  has  occurred.  In  this  country,  the  term 


has  traditionally  referred  to  hospital  payment, 
since  other  providers  have  generally  been  paid 
on  the  basis  of  charges  instead  of  costs. 
Retrospective  Reimbursement  Payment  made  after- 
the-fact  for  services  rendered  on  the  basis  of 
costs  incurred  by  the  facility.  See  Prospective 
Payment. 

Retrospective  Review  Periodic  reviews  of  specific 
services,  tests  or  procedures  that  are  conducted 
in  order  to  identify  trends  and  determine 
whether  health  care  resources  are  being  used 
appropriately.  This  concept  can  be  used  with 
individual  providers,  medical  groups  or  institu- 
tions. When  applied  to  providers,  it  is  often 
referred  to  as  a  provider  profile. 

Revenue  The  gross  amount  of  earnings  received  by 
an  entity  for  the  operation  of  a  specific  activity. 
It  does  not  include  any  deductions  for  such 
items  as  expenses,  bad  debts  or  contractual 
allowances. 

RHA  Rural  Housing  Assistance  (USDA). 

RHC  See  Rural  Health  Clinic  or  Certified  Rural 
Health  Clinic  (Medicare /Medicaid  certified). 

RHCA  Rural  Health  Centers  of  America. 

RHCC  Rural  Health  Care  Coalition  (House  of 

Representatives).  A  group  within  the  U.S.  House 
of  Representatives  with  a  special  interest  in  and 
commitment  to  rural  health  care  issues. 

RHN  See  Rural  Health  Network. 

RHRC  Rural  Health  Research  Center. 

RIC  Rural  Information  Center. 

RICHS  Rural  Information  Center  Health  Service. 

RICHS/RIC  See  Rural  Information  Center  Health 
Service  /  Rural  Information  Center. 

Rider  Clause  outside  the  insurance  contract  that 
modifies  the  coverage  outlined  in  the  policy  by 
increasing  or  decreasing  benefits. 

Risk  Either  the  individual  or  item  that  is  uninsured 
or  the  degree  of  liability  the  insurer  assumes 
when  approving  insurance  coverage  for  a 
person  or  property. 

Risk  Adjustment  A  process  by  which  premium 
dollars  are  shifted  from  a  plan  with  relatively 
healthy  enrollees  to  another  with  sicker  mem- 
bers. It  is  intended  to  minimize  any  financial 
incentives  health  plans  may  have  to  select 
healthier- than- aver  age  enrollees.  In  this  process, 
health  plans  that  attract  higher  risk  providers 
and  members  would  be  compensated  for  any 
difference  in  the  proportion  of  their  members 
that  require  high  levels  of  care  compared  to 
other  plans. 

Risk-based  Contracts  A  Medicare  contract  with  an 
HMO  or  CMP  that  provides  for  reimbursement 
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for  services  through  a  fixed  monthly  capitation 
payment  that  is  adjusted  for  the  expected  health 
care  utilization  of  the  individual  Medicare 
enrollee.  The  HMO  or  CMP  must  use  any 
savings  to  provide  additional  services  or  reduce 
enrollee  costs,  and  must  absorb  any  losses. 
Risk-bearing  Entity  An  organization  that  assumes 
financial  responsibility  for  the  provision  of  a 
defined  set  of  benefits  by  accepting  prepayment 
for  some  or  all  of  the  cost  of  care.  A  risk-bearing 
entity  may  be  an  insurer,  a  health  plan  or  self- 
funded  employer;  or  a  PHO  or  other  form  of 
PSN. 

Risk  Factor  Risk  is  a  term  used  by  epidemiologists 
to  quantify  the  likelihood  that  something  will 
occur.  A  risk  factor  is  something  that  either 
increases  or  decreases  an  individual's  risk  of 
developing  a  disease.  However,  it  does  not  mean 
that,  if  exposed,  an  individual  will  definitely 
contract  a  particular  disease. 

Risk  Pool  An  amount  of  money  that  is  set  aside  and 
"at  risk"  for  the  expenses  of  treating  patients 
whose  care  exceeds  established  estimates. 
Commonly,  if  the  pool  of  money  that  is  at  risk  is 
not  expended  by  the  end  of  the  year  (i.e.,  the 
patients  required  fewer  medical  services  or 
medical  care  is  provided  more  efficiently),  some 
or  all  of  the  risk  pool  money  is  returned  to  those 
(providers  or  others)  managing  the  risk.  A  risk 
pool  can  also  be  a  grouping  of  people  to  be 
insured  based  on  their  health  status,  age  and 
other  factors. 

Risk  Selection  Occurrence  when  a  disproportionate 
share  of  high  or  low  users  of  care  join  a  health 
plan. 

Risk  Sharing  The  distribution  of  financial  risk 

among  parties  furnishing  a  service.  For  example, 
if  a  hospital  and  a  group  of  physicians  from  a 
corporation  to  provide  health  care  at  a  fixed 
price,  a  risk-sharing  arrangement  would  entail 
both  the  hospital  and  the  group  being  held  liable 
if  expenses  exceed  revenues. 

RN  Registered  Nurse. 

ROPS  Rollover  Protection  Structure.  A  device  added 
to  tractors  and  other  agricultural  equipment  to 
protect  the  operator  in  the  event  that  the  vehicle 
or  equipment  rolls  over. 

Routine  Emergencies  Illnesses  or  injuries  requiring 
immediate  attention  from  the  patient's  perspec- 
tive but  not  requiring  immediate  attention  from 
the  provider's  perspective. 

RPCH  See  Rural  Primary  Care  Hospital  (EACH/ 
RPCH) 

RRC  See  Rural  Referral  Center. 


RRRNet  National  Rural  Recruitment  and  Retention 
Network. 

RSA  Rural  Schools  of  America. 

RT  Radiology  Technician. 

RT  Respiratory  Therapist. 

RTAP  Rural  Transit  Assistance  Program. 

RUPRI  Rural  Policy  Research  Institute. 

Rural  Health  Clinic  or  Certified  Rural  Health 

Clinic  (RHC)  A  class  of  provider  entities  created 
by  the  Rural  Health  Clinics  Act  (Public  Law  95- 
210).  RHCs  are  required  to  use  mid-level  practi- 
tioners at  least  50  percent  of  the  time  they  are 
open,  and  these  practitioners  can  operate 
without  full-time  physician  supervision.  These 
clinics  receive  cost-based  Medicare  reimburse- 
ment for  rural  primary  care  services  and  must 
be  located  in  a  health  professional  shortage  area 
or  medically  underserved  area.  A  Rural  Health 
Clinic  must  be  licensed  by  the  state  in  which  it  is 
located. 

Rural  Health  Clinics  Act  Established  a  reimburse- 
ment mechanism  to  support  the  provision  of 
primary  care  services  in  rural  areas.  Public  Law 
95-210  was  enacted  in  1977  and  authorizes  the 
expanded  use  of  physician  assistants,  nurse 
practitioners  and  certified  nurse  practitioners; 
extends  Medicare  and  Medicaid  reimbursement 
to  designated  clinics;  and  raises  Medicaid 
reimbursement  levels  to  those  set  by  Medicare. 

Rural  Health  Network  (RHN)  Refers  to  any  of  a 
variety  of  organizational  arrangements  to  link 
rural  health  care  providers  in  a  common  pur- 
pose. 

Rural  Information  Center  Health  Service/Rural 
Information  Center  (RICHS/RIC)  A  national 
clearinghouse  for  those  seeking  information  and 
referral  about  rural  health  issues.  Joint  project  of 
the  Office  of  Rural  Health  Policy  and  the 
USDA's  National  Agricultural  Library. 

Rural  Primary  Care  Hospital  (RPCH)  A  newly 
designated  type  of  rural  hospital  created  by 
Congress  in  1989  (Public  Law  101-239).  Limited 
to  hospitals  in  only  a  few  states,  RPCHs  are 
small  facilities  that  provide  emergency  and 
minimal  inpatient  care  and  are  eligible  for 
special  reimbursement  under  Medicare  (See  also 
Essential  Access  Community  Hospitals). 

Rural  Referral  Centers  (RRCs)  Tertiary-care  rural 
hospitals,  usually  large,  that  serve  a  wide 
geographic  area.  Hospitals  that  qualify  as  RRCs 
must  meet  certain  size  and  referral  characteris- 
tics and  are  eligible  to  receive  special  consider- 
ations under  Medicare's  prospective  payment 
system. 
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"Safe  Harbor"  Regulations  Regulations  proposed 
by  the  U.S.  Department  of  Health  and  Human 
Services  that  specify  which  practices  of  hospitals 
and  other  health  care  providers  are  not  likely  to 
be  acceptable  under  the  Medicare  and  Medicaid 
anti-kickback  provisions. 

Safety  Net  Providers  Clinicians,  public  hospitals, 
community  health  centers  and  migrant  health 
centers  that  are  traditional  providers  of  care  to 
Medicaid  recipients. 

SAMHSA  See  Substance  Abuse  and  Mental  Health 
Services  Administration  (PHS)  (replaced 
ADAMHA). 

SBA  Small  Business  Administration  (DOC). 

SCH  See  Sole  Community  Hospital  (Medicare- 
certified). 

Screening  The  use  of  quick  procedures  to  differenti- 
ate apparently  well  persons  who  have  a  disease 
or  a  high  risk  of  disease  from  those  who  prob- 
ably do  not  have  the  disease.  It  is  used  to 
identify  high-risk  individuals  for  more  definitive 
study  or  follow-up. 

Secondary  Care  Services  provided  by  medical 
specialists  who  generally  do  not  have  first 
contact  with  patients  (e.g.,  cardiologist,  urolo- 
gists, dermatologists).  In  the  United  States, 
however,  there  has  been  a  trend  toward  self- 
referral  by  patients  for  these  services,  rather 
than  referral  by  primary  care  providers. 

Secondary  Opinions  In  cases  involving  non- 
emergency or  elective  surgical  procedures,  the 
practice  of  seeking  judgment  of  another  physi- 
cian in  order  to  eliminate  unnecessary  surgery 
and  contain  the  cost  of  medical  care. 

Secondary  Prevention  Early  diagnosis,  treatment 
and  follow-up.  Secondary  prevention  activities 


start  with  the  assumption  that  illness  is  already 
present  and  that  primary  prevention  was  not 
successful,  and  the  goal  is  to  diminish  the 
impact  of  disease  or  illness  through  early 
detection,  diagnosis  and  treatment.  For  example, 
blood  pressure  screening,  treatment  and  follow- 
up  programs. 

Section  89  A  new  section  of  the  IRS  code  that  took 
effect  Jan.  1,  1989.  Provisions  define  what  health 
plans  must  do  to  qualify  for  favorable  tax 
treatment  and  provide  tests  for  discrimination 
against  lower-paid  workers  in  favor  of  more 
highly  compensated  employees. 

Section  1115  Medicaid  Waiver  Section  1115  of  the 
Social  Security  Act  grants  the  secretary  of  the 
Department  of  Health  and  Human  Services 
broad  authority  to  waive  certain  laws  relating  to 
Medicaid  for  the  purpose  of  conducting  pilot, 
experimental  or  demonstration  projects  that  are 
likely  to  promote  the  objectives  of  the  program. 
Section  1115  demonstration  waivers  allow  states 
to  change  provisions  of  their  Medicaid  pro- 
grams, including:  eligibility  requirements,  the 
scope  of  services  available,  the  freedom  to 
choose  a  provider,  a  provider's  choice  to  partici- 
pate in  a  plan,  the  method  of  reimbursing 
providers  and  the  statewide  application  of  the 
program. 

Section  1915(b)  Medicaid  Waiver  Section  1951(b) 
waivers  allow  states  to  require  Medicaid  recipi- 
ents to  enroll  in  HMOs  or  other  managed  care 
plans  in  an  effort  to  control  costs.  The  waivers 
allow  states  to:  implement  a  primary  care  case- 
management  system;  require  Medicaid  recipi- 
ents to  choose  from  a  number  of  competing 
health  plans;  provide  additional  benefits  in 
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exchange  for  savings  resulting  from  recipients' 
use  of  cost-effective  providers;  and  limit  the 
providers  from  which  beneficiaries  can  receive 
non-emergency  treatment.  The  waivers  are 
granted  for  two  years,  with  two-year  renewals. 
Often  referred  to  as  a  "freedom-of-choice 
waiver." 

Self-insurance  A  system  where  employers,  usually 
with  100  or  more  employees,  decide  to  cover  the 
health  care  costs  of  their  own  employees. 
Usually  these  employers  hire  a  third-party 
administrator  to  set  up  the  program,  administer 
any  claims  and  purchase  stop-loss  insurance  to 
keep  the  self-insurance  fund  operating. 

Senate  Rural  Health  Caucus  A  caucus  within  the 
U.S.  Senate  comprising  senators  with  a  special 
interest  in  or  commitment  to  rural  health  care 
issues. 

Sentinel  Health  Events  Medical  conditions  that,  by 
virtue  of  their  presence  or  prevalence  in  a 
population,  indicate  a  lack  of  access  to  accept- 
able, quality  primary  care  services.  Examples 
include  dehydration  in  infants;  measles,  mumps 
or  polio  in  children;  and  advanced  breast  cancer 
or  invasive  cervical  cancer  in  adult  women. 

Service  The  provision  by  medical  providers, 

through  a  pre-negotiated  agreement  with  the 
health  insurer,  to  provide  any  number  of  medi- 
cal treatments  to  the  policyholders  of  the  health 
insurer. 

Service  Period  Period  of  employment  that  may  be 
required  before  an  employee  is  eligible  to 
participate  in  an  employer-sponsored  health 
plan,  most  commonly  between  one  and  six 
months. 

Settlement  The  benefit  rendered  under  terms  of  the 
health  insurance  contract. 

Severity  of  Illness  A  risk  prediction  system  to 
correlate  the  seriousness  of  a  disease  in  a 
particular  patient  with  the  statistically  expected 
outcome  (e.g.,  mortality,  morbidity,  efficiency  of 
care).  Most  effectively,  severity  is  measured  at  or 
soon  after  admission,  before  therapy  is  initiated, 
giving  a  measure  or  pretreatment  risk. 

Shadow  Pricing  Within  a  given  employer  group, 
pricing  of  premiums  by  HMOs  based  on  the  cost 
of  indemnity  insurance  coverage,  rather  than 
strict  adherence  to  community  rating  or  experi- 
ence rating  criteria. 

Shared  Services  The  coordinated,  or  otherwise 

explicitly  agreed  upon,  sharing  of  responsibility 
for  provision  of  medical  or  non-medical  services 
on  the  part  of  two  or  more  otherwise  indepen- 
dent hospitals  or  other  health  programs.  The 


sharing  of  medical  services  might  include  an 
agreement  that  one  hospital  provide  all  pediatric 
care  needed  in  a  community  and  no  obstetrical 
services,  while  another  provide  obstetrics  and 
no  pediatrics.  Examples  of  shared  non-medical 
services  would  include  joint  laundry  or  dietary 
services  for  two  or  more  nursing  homes. 
SHPDA  State  Health  Planning  and  Development 
Agency. 

Signature  on  File  A  patient's  signature  on  a  form 
authorizing  the  release  of  medical  records  and/ 
or  the  assignment  of  claims  benefits.  This  signed 
form,  normally  kept  in  the  patient's  file  in  the 
physician's  office  or  in  the  hospital,  eliminates 
the  need  to  have  the  patient  sign  each  claim. 

Single-payer  System  This  concept,  also  known  as 
the  Canadian  model,  would  guarantee  coverage 
for  all  citizens  with  the  government  paying  for 
all  health  care  costs.  Funding  could  be  accom- 
plished through  a  health  tax,  and  the  govern- 
ment would  likely  play  a  role  in  setting  prices  or 
spending  caps  (global  budgets).  Hospitals  and 
medical  providers  would  remain  private,  but  the 
role  of  traditional  insurance  companies  would 
be  in  question. 

Skilled-nursing  Care  Twenty-four  hour  nursing 
care  for  dependent  patients  provided  by  regis- 
tered nurses;  also  called  intermediate  care. 

Skilled-nursing  Facility  (SNF)  A  facility  that 
primarily  provides  skilled-nursing  care. 

Skimming  (or  Cherry-Picking)  When  insurance 
companies  attempt  to  market  and  sell  their 
health  policies  to  those  individuals  and  busi- 
nesses that  have  the  lowest  risks  and  are  less 
likely  to  need  or  use  health  care  services.  Skim- 
ming effectively  locks  out  those  who  fall  in  the 
moderate  to  high  medical  risk  category.  Conse- 
quently, the  premiums  charged  by  the  insurers 
who  do  provide  coverage  for  this  increased  risk 
group  are  especially  high  since  the  concept  of 
risk-sharing  is  eliminated. 

Sliding  Fee  Scale  A  schedule  of  discounts  in  charges 
for  services  based  on  the  consumer's  ability  to 
pay,  according  to  income  and  family  size. 

Small-group  Market  The  insurance  market  for 
products  sold  to  groups  that  are  smaller  than  a 
specified  size,  typically  employer  groups.  The 
size  of  groups  included  usually  depends  on  state 
insurance  laws  and  thus  varies  from  state  to 
state,  with  50  employees  the  most  common  size. 

SNF  See  Skilled-nursing  Facility. 

SOBRA  Sixth  Omnibus  Budget  Reconciliation  Act  of 
1986. 

Sole  Community  Hospital  (SCH)  A  hospital  that: 
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(1)  is  more  than  50  miles  from  any  similar 
hospital,  (2)  is  25  to  50  miles  from  a  similar 
hospital  and  isolated  from  it  at  least  one  month  a 
year  as  by  snow,  or  is  the  exclusive  provider  of 
services  to  at  least  75  percent  of  its  service  area 
populations,  (3)  is  15  to  25  miles  from  any 
similar  hospital  and  is  isolated  from  it  at  least 
one  month  a  year,  or  (4)  has  been  designated  as 
an  SCH  under  previous  rules.  The  Medicare 
DRG  program  makes  special  optional  payment 
provisions  for  SCHs. 

Solo  Practice  Lawful  practice  of  a  health  occupation 
as  a  self-employed  individual.  Solo  practice  is  by 
definition  private  practice  but  is  not  necessarily 
general  practice  or  fee-for-service  practice  (solo 
practitioners  may  be  paid  by  capitation,  al- 
though fee-for-service  is  more  common).  Solo 
practice  is  common  among  physicians,  dentists, 
podiatrists,  optometrists  and  pharmacists. 

Solvency  The  financial  well-being  of  an  organization 
(HMO,  insurance  company  or  other  entity)  that 
considers  both  the  ability  to  pay  future  obliga- 
tions (claims)  and  general  cash  flow. 

SORH  See  State  Office  of  Rural  Health. 

Specialist  A  physician,  dentist  or  other  health 

professional  who  is  specially  trained  in  a  certain 
branch  of  medicine  or  dentistry  related  to 
specific  services  or  procedures  (e.g.,  surgery, 
radiology,  pathology);  certain  age  categories  of 
patients  (e.g.,  geriatrics);  certain  body  systems 
(e.g.,  dermatology  orthopedics,  cardiology);  or 
certain  types  of  diseases  (e.g.,  allergy,  periodon- 
tics). Specialists  usually  have  advanced  educa- 
tion and  training  related  to  their  specialties. 

Specialty  HMO  An  HMO  organized  around  a 
specific  medical  specialty,  such  as  oncology  or 
cardiac  care,  that  offers  to  provide  prepaid 
coverage  for  those  specific  medical  services. 

Spend  Down  The  amount  of  expenditures  for  health 
care  services,  relative  to  income,  that  qualifies  an 
individual  for  Medicaid  in  states  that  cover 
categorically  eligible,  medically  indigent  indi- 
viduals. Eligibility  is  determined  on  a  case-by- 
case  basis. 

SRDC  State  Rural  Development  Council. 

SRHA  See  State  Rural  Health  Association. 

SRHC  See  Senate  Rural  Health  Caucus. 

SSA  Social  Security  Administration. 

SSI  Supplemental  Security  Income. 

Staff  Model  HMO  A  type  of  HMO  in  which  provid- 
ers are  salaried  employees  of  the  HMO;  also 
known  as  a  vertically  integrated  HMO.  Provid- 
ers deliver  care  in  facilities  owned  and  operated 
by  the  HMO.  Generally,  patients  are  required  to 


receive  treatment  from  the  providers  employed 
by  the  HMO  and  will  not  be  covered  (except  in 
emergency  situations)  if  medical  care  is  obtained 
outside  of  the  HMO. 
Standard  Benefit  Package  A  mandated  set  of  health 
care  services,  under  some  health  care  reform 
proposals,  that  normally  include  comprehensive 
inpatient  and  outpatient  care.  The  standard 
benefit  package  would  outline  the  minimum  set 
of  benefits  that  an  insurer,  self-insured  plan  or 
managed  care  organization  would  be  required  to 
offer. 

Standard  Error  In  statistics,  the  standard  error  is 
defined  as  the  standard  deviation  of  an  estimate. 
That  is,  multiple  measurements  of  a  given  value 
will  generally  group  around  the  mean  (or 
average)  value  in  a  normal  distribution.  The 
shape  of  this  distribution  is  known  as  the 
standard  error. 

State  Office  of  Rural  Health  (SORH)  These  offices 
currently  exist  in  all  50  states  and  all  receive 
matching  funds  under  a  grant  from  the  Office  of 
Rural  Health  Policy.  They  work  to  improve 
access  to  health  care  in  rural  areas,  recruit 
professionals,  provide  information  and  technical 
assistance  and  advocate  for  the  health  care 
needs  of  rural  communities. 

State  Rural  Health  Association  (SRHA)  Member- 
ship organizations  that  provide  grassroots 
advocacy  and  education  on  rural  health  issues. 

Stop  Loss  Coverage  In  health  insurance,  coverage 
that  protects  self-insured  companies  from 
having  to  pay  out  more  than  the  maximum 
amount  of  health  insurance  dollars  the  company 
has  budgeted  for  the  given  year. 

Strategic  Planning  A  rational  process  by  which  a 
health  care  organization  (e.g.,  hospital)  deter- 
mines its  best  course  of  action.  This  involves 
effectively  balancing  community  needs  for 
health  services  with  the  organization's  strengths 
and  ability  to  use  available  resources,  and 
producing  practical  plans  to  implement  strate- 
gies that  are  financially  feasible  and  acceptable 
to  consumer  needs. 

Subspecialist  A  physician  who  completes  a  resi- 
dency of  three  or  more  years,  then  finishes 
additional  years  of  training  in  which  he  or  she 
develops  an  expertise  in  a  specific  field  (e.g., 
adult  cardiology,  pediatric  allergy,  gynecological 
infertility,  vascular  surgery,  pediatric  psychia- 
try). 

Substance  Abuse  and  Mental  Health  Services 
Administration  (SAMHSA)  The  mission  of 
SAMHSA  is  to  provide,  through  the  U.S.  Public 
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Health  Service,  a  national  focus  for  the  federal 
effort  to  promote  effective  strategies  for  the 
prevention  and  treatment  of  addictive  and 
mental  disorders.  SAMHSA  is  primarily  a  grant- 
making  organization,  promoting  knowledge  and 
scientific  state-of-the-art  practice.  SAMHSA 
strives  to  reduce  barriers  to  high-quality,  effec- 
tive programs  and  services  for  individuals  who 
suffer  from,  or  are  at  risk  for,  these  disorders,  as 
well  as  for  their  families  and  communities. 
Supplemental  Security  Income  (SSI)  A  federal  cash 
assistance  program  for  low-income  aged,  blind 
and  disabled  individuals  established  by  Title 
XVI  of  the  Social  Security  Act.  States  may  use 
SSI  income  limits  to  establish  Medicaid  eligibil- 
ity. 

Supply  In  health  economics,  the  quantity  of  services 
provided  or  personnel  in  a  given  area. 

Supportive  Long-term  Care  Care  provided  to 

people  in  their  homes  that  enables  them  to  live 
independently.  Typical  services  include  nursing 
care  and  assistance  with  eating  and  dressing. 


Surgery  Center  A  facility  that  performs  minor 

surgical  procedures  to  patients  who  do  not  need 
to  stay  in  a  hospital  overnight.  Often  called  an 
outpatient  or  ambulatory  surgery  center. 

Survey  An  investigation  in  which  information  is 
systematically  collected.  A  population  survey 
may  be  conducted  by  face-to-face  inquiry,  self- 
completed  questionnaires,  telephone,  postal 
service  or  in  some  other  way.  The  generaliz- 
ability  of  results  depends  on  the  extent  to  which 
those  surveyed  are  representative  of  the  entire 
population. 

Swing  Beds  Licensed  acute-care  beds  designated  by 
a  hospital  to  provide  either  acute  or  long-term 
care  services.  A  hospital  qualifying  to  receive 
Medicare  and  Medicaid  reimbursement  for  care 
provided  to  swing-bed  patients  must  be  located 
in  a  rural  area  (as  defined  by  the  U.S.  Bureau  of 
the  Census),  have  fewer  than  100  acute-care 
beds  and,  when  applicable,  must  have  received 
a  certificate  of  need  (CON)  for  the  provision  of 
long-term  care  services  from  its  state  health 
planning  and  development  agency. 
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T&A  Time  and  Attendance. 

Tax  Appropriations  Subsidies  available  to  health 
care  facilities  from  state  or  local  government 
taxes. 

Tax-exempt  Revenue  Bonds  Bonds  generally  are 
evidence  of  a  debt  in  which  the  issuer  (bor- 
rower) promises  to  repay  the  bond's  holder.  A 
revenue  bond  is  issued  by  a  government  (bor- 
rower) to  taxpayers  (bondholder)  to  raise  funds 
in  anticipation  of  tax  receipts,  and  then  repaid 
from  tax  revenues  once  they  are  received.  Most 
bonds  issued  by  governments  are  tax-exempt; 
that  is,  the  bondholder  pays  no  federal  income 
tax  on  interest  earned. 

Technology  Assessment  A  comprehensive  form  of 
policy  research  that  examines  the  technical, 
economic  and  social  consequences  of  technologi- 
cal applications.  It  is  especially  concerned  with 
unintended,  indirect  or  delayed  social  impacts. 
In  health  policy,  the  term  has  come  to  mean  any 
form  of  policy  analysis  concerned  with  medical 
technology,  especially  the  evaluation  of  efficacy 
and  safety. 

Telemedicine  The  use  of  telecommunications  (i.e., 
wire,  radio,  optical  or  electromagnetic  channels 
transmitting  voice,  data  and  video)  to  facilitate 
medical  diagnosis,  patient  care  and  /  or  distance 
learning. 

Term  Type  of  health  insurance  contract  where  the 
expiration  date  of  the  policy  is  the  only  day  it 
can  either  be  renewed  or  terminated. 

Termination  An  act  that  cancels  the  health  insurance 
policy,  its  coverage  and  the  need  for  the  sub- 
scriber to  pay  premiums  for  the  coverage. 

Tertiary  Care  Services  provided  by  highly  special- 
ized providers  (e.g.,  neurologists, 


neurosurgeons,  thoracic  surgeons,  intensive  care 
units).  Such  services  frequently  require  highly 
sophisticated  equipment  and  support  facilities. 
The  development  of  these  services  has  largely 
been  a  function  of  diagnostic  and  therapeutic 
advances  attained  through  basic  and  clinical 
biomedical  research. 
Tertiary  Prevention  Prevention  activities  that  focus 
on  the  individual  after  a  disease  or  illness  has 
manifested  itself.  The  goal  is  to  reduce  long-term 
effects  and  help  individuals  better  cope  with 
symptoms. 

Third-party  Administrator  An  individual  or  com- 
pany that  contracts  with  employers  who  want  to 
self-insure  their  employees.  They  develop  and 
coordinate  self-insurance  programs,  process  and 
pay  the  claims,  and  may  help  locate  stop-loss 
insurance  for  the  employer.  They  also  can 
analyze  the  effectiveness  of  the  program  and 
trace  the  patterns  of  those  using  the  benefits. 

Third-party  Payer  Any  organization,  public  or 
private,  that  pays  or  insures  health  or  medical 
expenses  on  behalf  of  beneficiaries  or  recipients. 
An  individual  pays  a  premium  for  such  cover- 
age in  all  private  and  in  some  public  programs; 
the  payer  organization  then  pays  bills  on  the 
individual's  behalf.  Such  payments  are  called 
third-party  payments  and  are  distinguished  by 
the  separation  among  the  individual  receiving 
the  service  (the  first  party),  the  individual  or 
institution  providing  it  (the  second  party),  and 
the  organization  paying  for  it  (third  party). 

Third-party  Payment  Payment  by  a  private  insurer 
or  government  program  to  a  medical  provider 
for  care  given  to  a  patient. 

Third-party  Reimbursement  A  general  term  applied 
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Type  II  Error 


to  health  care  benefit  payments.  It  derives  from 
the  fact  that  under  normal  market  transactions, 
there  are  only  two  parties,  the  consumer  (who  is 
also  the  payer)  and  the  entity  providing  the 
good  or  service.  However,  under  most  health 
insurance  benefit  plans  a  third  party  (e.g.,  the 
government,  an  insurance  company,  or  an 
employer)  shares  in  the  payment  for  medical 
services  provided  to  covered  subscribers. 

TIE  Telemedicine  Information  Exchange. 

Title  XVIII  (Medicare)  The  title  of  the  Social  Secu- 
rity Act  that  contains  the  principal  legislative 
authority  for  the  Medicare  program  and  there- 
fore a  common  name  for  the  program. 

Title  XIX  (Medicaid)  The  title  of  the  Social  Security 
Act  that  contains  the  principal  legislative 
authority  for  the  Medicaid  program  and  there- 
fore a  common  name  for  the  program. 

Tort  Reform  A  movement  to  change  medical  mal- 
practice laws  to  reduce  the  need  to  practice 
defensive  medicine  and  lower  the  size  of  non- 
economic  malpractice  awards. 

Total  Hospital  Margin  A  measure  of  hospital 

profitability,  calculated  as  (total  revenues  minus 
total  costs)  divided  by  total  revenues.  Total 
revenues  include  private  contributions  and 
public  subsidies  as  well  as  patient  care  and  other 
revenue. 

Total  Quality  Management  (TQM)  The  process  of 
examining  the  operation  and  outcomes  in  an 
organization  to  identify  waste  and  inefficiency. 
TQM  uses  the  input  and  feedback  of  both 


employees  of  the  organization  and  patients  to 
improve  operational  quality. 

Trauma  Hospital  A  hospital  that  provides  expert 
emergency  services  to  persons  with  life-threat- 
ening injuries;  includes  a  well-trained  staff 
specialized  in  emergency  medicine,  a  state-of- 
the-art  emergency  room,  and  surgery  staff  and 
equipment  for  operating  on  patients  with  little 
or  no  advance  notice. 

Treatment  Patient  care  that  corrects  or  relieves  the 
underlying  problem  and  its  symptoms. 

Two-for-One  Rule  To  receive  reimbursement  for  a 
current  non-risk  Medicare  enrollee,  a  risk-HMO 
must  enroll  two  new  Medicare  enrollees  for  each 
current  non-risk  Medicare  enrollee. 

Type  I  Error  Also  known  as  "false  positive"  or 

"alpha  error."  An  incorrect  judgment  or  conclu- 
sion that  occurs  when  an  association  is  found 
between  variables  where,  in  fact,  no  association 
exists.  In  an  experiment,  for  example,  if  the 
experimental  procedure  does  not  really  have 
any  effect,  chance  or  random  error  may  cause 
the  researcher  to  conclude  that  the  experimental 
procedure  did  have  an  effect. 

Type  II  Error  Also  known  as  "false  negative"  or 
"beta  error."  An  incorrect  judgment  or  conclu- 
sion that  occurs  when  no  association  is  found 
between  variables  where,  in  fact,  an  association 
does  exist.  In  a  medical  screening,  for  example,  a 
negative  test  result  may  occur  by  chance  in  a 
subject  who  possesses  the  attribute  for  which  the 
test  is  conducted. 
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UCDS  Uniform  Clinical  Data  Set. 

Ultrasound  High-frequency  sound  waves  that  can  be 
focused  and  used  to  picture  tissues,  organs,  struc- 
tures or  tumors  within  the  body.  Ultrasound  is 
useful  for  in  utero  examinations  of  the  fetus. 

UNAC  Universal  Access  Program. 

Unbundling  Separating  a  service  into  its  individual 
component  parts  and  billing  for  each  component 
separately;  for  example,  a  total  abdominal 
hysterectomy  that  is  billed  as  five  procedures: 
laporotomy,  evaluation  under  anesthesia,  hyster- 
ectomy, abdominal  exploration  and  oophorec- 
tomy. Also  a  trend  in  insurance  benefits  contract- 
ing, wherein  the  purchaser  unbundles  or  con- 
tracts separately  for  specific  services  (e.g.,  mental 
health,  dental  care). 

Uncompensated  Care  Costs  Service  provided  by 

physicians  and  hospitals  for  which  no  payment  is 
received  from  the  patient  or  from  third-party 
payers.  Some  costs  for  these  services  may  be 
covered  through  cost-shifting.  Not  all  uncompen- 
sated care  results  from  charity  care.  It  also 
includes  bad  debts  from  persons  who  are  not 
classified  as  charity  cases  but  who  are  unable  or 
unwilling  to  pay  their  bills. 

Underinsured  People  with  public  or  private  insur- 
ance policies  that  do  not  cover  all  necessary 
health  care  services,  resulting  in  out-of-pocket 
expenses  that  may  exceed  their  ability  to  pay. 

Underwriting  The  process  of  selecting  what  busi- 
nesses and  individuals  are  worth  insuring  and 
determining  the  specific  risks  they  pose  and  how 
much  the  insurer  should  charge  to  insure  that 
risk  properly. 

Uninsured  People  who  lack  public  or  private  health 
insurance. 


United  States  Medical  Licensing  Examination  A 

single  examination  program  with  three  steps 
that  replaced  the  Federal  Licensing  Examination 
(FLEX)  and  National  Board  of  Medical  Examin- 
ers (NBME).  Initiated  Jan.  1,  1994,  with  transi- 
tional process  of  accepted  combinations  of 
examinations  for  initial  licensure. 

Universal  Access  When  health  care  is  made  avail- 
able to  everyone  who  can  afford  the  cost  (pre- 
mium). Those  who  cannot  afford  the  cost  are  not 
guaranteed  coverage. 

Universal  Coverage  When  health  care  is  guaranteed 
and  made  available  to  everyone,  regardless  of 
their  ability  to  pay  for  coverage. 

Usual,  Customary  and  Reasonable  (UCR)  Fees  The 
use  of  fee  screens  to  determine  the  lowest  value 
of  physician  reimbursement  based  on:  (1)  the 
physician's  usual  charge  for  a  given  procedure, 
(2)  the  amount  customarily  charged  for  the 
service  by  other  physicians  in  the  area  (often 
defined  as  a  specific  percentile  of  all  charges  in 
the  community)  and  (3)  the  reasonable  cost  of 
services  for  a  given  patient  after  medical  review 
of  the  case. 

Unusually  High-needs  Criteria  Criteria  specific  to 
the  type  of  HPSA  (i.e.,  primary  care,  dental, 
psychiatric)  that  are  indicative  of  an  unusually 
high  need  for  medical  care  (e.g.,  poverty  rates, 
population  without  fluoridated  water  supply, 
high  prevalence  of  alcoholism). 

Urgent  Emergencies  Illnesses  or  injuries  that  require 
prompt  attention  from  both  the  patient's  and 
provider's  perspective  but  that  can  be  treated  in 
a  doctor's  office,  medical  clinic  or  other  ambula- 
tory setting.  An  emergency  room  visit  is  not 
necessary  to  treat  urgent  emergencies. 
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Urgently  Needed  Services  Covered  medical  ser- 
vices required  to  prevent  serious  deterioration  of 
an  enrollee's  health  that  results  from  unforeseen 
illness  or  injury,  if  the  enrollee  is  temporarily 
absent  from  the  HMO's  geographic  service  area. 

USC  United  States  Code. 

USCLHO  U.S.  Conference  of  Local  Health  Officers. 
USDA  United  States  Department  of  Agriculture. 
USMLE  See  United  States  Medical  Licensing  Exami- 
nation. 

Utilization  Service  use  commonly  examined  in 
terms  of  patterns  or  rates  of  use  of  a  single 
service  or  type  of  service,  e.g.,  hospital  care, 
physician  visits,  prescription  drugs.  Use  is  also 
expressed  in  rates  per  unit  of  population  at  risk 
for  a  given  period. 

Utilization  Management  A  systematic  method  for 
reviewing  and  controlling  a  patient's  use  of 
medical  services  and  a  provider's  utilization  of 


Utilization  Review 


medical  resources.  This  process  usually  involves 
data  collection,  utilization  review  and  /  or 
authorization  (especially  for  services  such  as 
specialist  referrals)  and  hospitalizations.  Typi- 
cally managed  care  organizations  establish 
procedures  for  reviewing  the  medical  care  of 
subscribers  to  ensure  that  care  is  provided  in  the 
most  appropriate  setting  and  delivered  by  the 
most  appropriate  provider. 
Utilization  Review  Evaluation  of  the  necessity, 
appropriateness  and  efficiency  of  the  use  of 
health  care  services,  procedures  and  facilities.  In 
a  hospital,  this  includes  review  of  the  appropri- 
ateness of  admissions,  services  ordered  and 
provided,  length  of  stay  and  discharge  practices, 
both  on  a  concurrent  and  retrospective  basis. 
Utilization  review  can  be  done  by  a  peer-review 
group  or  a  public  agency. 
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VA  Veterans  Administration.  (Department  of  Veter- 
ans Affairs.) 

Vertical  Integration  Organization  of  production 

whereby  one  business  entity  controls  or  owns  all 
stages  of  the  production  and  distribution  of 
goods  or  services. 

VHA  Voluntary  Hospitals  of  America,  Inc. 

VICP  Vaccine  Injury  Compensation  Program. 


VIRHN  Vertically  Integrated  Rural  Health  Network. 

Vital  Statistics  Statistics  relating  to  births  (natality), 
deaths  (mortality),  marriages,  health  and  disease 
(morbidity).  Vital  statistics  for  the  United  States 
are  published  by  the  National  Center  for  Health 
Statistics. 

VNA  Visiting  Nurses  Association. 
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Waiting  Period  A  specific  period  of  time  in  which  a 
pre-existing  condition  or  new  medical  problem 
will  not  be  covered  by  a  health  insurance  plan. 
Also  used  with  disability  insurance  policies  to 
indicate  when,  after  the  onset  of  a  disability,  the 
insurer  will  begin  to  pay  benefits. 

Waiver  A  rider  or  clause  in  a  health  insurance 

contract  excluding  an  insurer's  liability  for  some 
sort  of  pre-existing  illness  or  injury. 

Waivers  States  must  obtain  waivers  of  current 
federal  Medicaid  law  (i.e.,  the  Social  Security 
Act)  from  the  Health  Care  Financing  Adminis- 
tration to  enroll  their  Medicaid  population  in 
managed  care  plans.  The  two  types  of  waivers 
that  may  be  obtained  for  this  purpose  are: 
Section  1915(b),  or  freedom-of-choice  waivers, 
and  Section  1115,  or  research  and  demonstration 
waivers. 

WAMI  Washington,  Alaska,  Montana  and  Idaho. 

Wellness  A  dynamic  state  of  physical,  mental  and 
social  well-being;  a  way  of  life  that  equips  the 
individual  to  realize  the  full  potential  of  his  or 
her  capabilities  and  to  overcome  and  compen- 
sate for  weaknesses;  a  lifestyle  that  recognizes 
the  importance  of  nutrition,  physical  fitness, 
stress  reduction  and  self-responsibility.  Wellness 
has  been  viewed  as  the  result  of  four  key  factors 
over  which  an  individual  has  varying  degrees  of 
control:  human  biology,  environment,  health 
care  organization  (system)  and  lifestyle. 

WHO  World  Health  Organization. 


Withhold  The  amount  or  percentage  of  the  monthly 
capitation  payment  paid  to  providers  that  is 
withheld  until  the  end  of  the  year  or  other 
predetermined  time  period  to  create  an  incentive 
for  cost-effective  care.  The  withhold  amount  is 
"at  risk."  If  the  provider  (or  group  of  providers) 
exceeds  utilization  norms  or  costs,  the  withhold 
amount  may  not  be  paid  to  the  provider(s).  In 
theory,  withholds  serve  as  a  financial  incentive 
for  medical  providers  to  deliver  more  cost- 
effective  care.  The  withhold  can  cover  all 
services  or  be  specific  to  hospital  care,  labora- 
tory use  or  specialty  referrals.  Sometimes  known 
as  a  risk  pool. 

Workers'  Compensation  A  system  established  under 
state  laws  that  requires  an  employer  to  provide 
insurance  coverage  to  pay  for  employee  benefits 
for  work-related  injury,  death  and  disease, 
(alt)  A  state-administered  program  (sometimes 
known  as  industrial  insurance)  that  covers 
payments  for  work-related  injuries.  Under  this 
system,  the  employer  assumes  the  cost  of 
employee  medical  treatment  and  /or  lost  wages 
due  to  job-related  injury  or  disease.  The  state 
may  act  as  the  insurance  entity  or  that  function 
may  be  handled  by  private  insurers. 

Working  Capital  The  sum  of  an  institution's  short- 
term  or  current  assets  including  cash,  market- 
able (short-term)  securities,  accounts  receivable 
and  inventories.  Net  working  capital  is  defined 
as  the  excess  of  total  current  assets  over  total 
current  liabilities. 
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